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To the physician 


requiring a dependable >’ 


Liver Extract for 


stimulating intensive 


erythropoiesis in macrocytic 


anemias, Befolex, containing 


all the constituents of anti-anzmic 


Crude 
Liver Extract 


with folic acid 
and vitamin By? 


principle, offers an ideal choice. 


Betolex 
FOR INTRAMUSCULAR 
INJECTION ONLY 


Mode of Issue : | Boxes of 2 c. c. x 6 ampoules @ Rubber capped vials of 10 c. c. 


CALCUTTA 
BENGAL CHEMICAL 
KANPUR 


a 

4 
(2 
Ws 
&, 
Ww 
— S 
2 


J. 1. M. A. Advertiser Vol. 26, No. 9 


ENTEROMYCETIN 


NOW OFFERS WIDER CHOICE 


‘ CAPSULES SYRUP INTRAMUSCULAR SULPHA OPHTHALMIC 


VICENZA | ITALY 


CALCUTTA @© BOMBAY @ DELHI MADRAS 
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Aureomycin 


A LEDERLE EXCLUSIVE 


AuReEomMYCcIN* SV provides, in a single dose, potent 
anti-infective action plus nutritional supplement- 
ation to hasten recovery and convalescence. 


AUREOMYCIN SV capsules available in bottles of 


8’s and 


... Each capsule is dry filled with powdered 
ingredients. 


mn “a ... Dry filled capsules are rapidly and completely 


absorbed. 
. .. Contain no oily or pasty filling. 
... Each capsule completely sealed. 


Each capsule contains : 


Chlortetracycline Hydrochloride 

Ascorbic Acid (C), U.S.P................ 75 mg. 
Thiamine Mononitrate (B,), U.S.P. .................. 2.5 mg. 
0.5 mg. 
Vitamin K (Menadione), U.S.P...................-.000. 0.5 mg. 
Vitamin B,, 1 mcgm. 
(as present in concentrated extractives from streptomyces 
fermentation) 


a LEDERLE LABORATORIES (INDIA) PRIVATE LTD., P. O. BOX 1994, BOMBAY | 
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Leader 


Manufactured by one of the pio- 
neers of Rauwolfia research Bromo- 
Raulfin has led Rauwolfia preparations 
ever since that drug came to lime light 
in the thirties. Miserable failure of 
Reserpin and other single-alkaloid 
preparations in spite of world-wide 
fan fare of propaganda shows once 
again the superior value of this 
total extract preparation containing 
all alkaloids and resin fraction. 


All alkaloids & resin fraction 


EASTERN DRUG CO. LTD. 
CALCUTTA-27 
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FOR THE PHYSICIAN 


Manufactured by The Government of India Undertaking 
HINDUSTAN ANTIBIOTICS LTD., Pimpri, Near Poona. 


Prepared and vialled under strict exacting requirements of Gove of Indie 
Drug Rules. Available In the following varieties and dosages at current prices. 


; for aqueous intramuscular injection, supplied in for aqueous intramuscular Injection, supplied 
, 2 lac, 5 lac and 10 lac units per vial 1S tac units per vial. 
PENICILLIN G PROCAINE Fortified With for equeous 
CRYSTALLINE PENICILLIN G SODIUM intramuscular injection, supplied in 12 lac units per 
for aq intr lar injection, supplied in 4 lac | vial. Contains 6 lac units DiBenzylEthyleneDiamine 
per vial Contains 75% Penicillin G Procaine | OiPenicillin G, 3 lac units Penicillin G Proceins 
, and 25% Crystalline Penicillin G Sodium. and 3 lac units Penicillin G Potasstum. 


Selling Agents 
Messrs. PARRY & CO. LTD., Madras, Calcutta, Delhi and Bombay- 
Messrs. KEMP & CO. LTD., Bombay, Delhi, Madras and Calcutta, 


HINDUSTAN ANTIBIOTICS LIMITED, Pimpri, Near Poona 


BOJTLING PLANT at KING “EDWARD ROAD, PAREL, BOMBAY 2 
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“1 ogre;- This is a case for 


ELEDON, Nurse” 


A wholly reliable buttermilk diet in powder 
form of stable composition and constant degree 
of acidity, ELEDON is not only an excellent 
specific for adults susceptible to intestinal 
disorders, but is highly successful in the 
treatment of infants and young children suffer- 
ing from Diarrhoea ... Dysentery ... Pylorospasm 
-. and, especially Steatorrhoea and Malnutrition. 


peooucy 


Please write for literature to: NESTLE’S PRODUCTS (INDIA) LTD. 
P.O. Box 396 Calcutta. P.O. Box 315 Bombay 
P.O. Box 180 Madras 
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Vial of 12x 250 mg. dragees 
Bottle of 60 cc. Syrup 
Tube of Sg. Eye ointment 1% 


Sole Importers in india: 
NEO-PHARMA Limited. Kasturi Buildings, Churcngate Reclamation, BOMBAY | 
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BED-SIDE MEDICINE 


By Rai Dr. A. R. MAJUMDAR BAHADUR, Prof, of 

Clinieal Medicine. Med. Coll., Calcutta, Rtd. and Dr. 

> Ge Chatterji, Prof. of Medicine, National Med. Inst. 

with six collaborators. A complete textbook of Medicine. 

Clinical and Systematic containing : (#) latest methods 

of case examination, clinical, instrumental and labora- 

tory, simple and specialised and (#4) full consideration of 

diseases, system system with etiology, pathology, 

clinical picture, diagnosis, prognosis and modern treat- 
ment with prescriptions. 

Thie is the comprehensive, authoritative, profusely 

and extensively read textbook especially concen- 

trated on the Indian Diseases. 
Ninth Rdition, demy 1426+ xii pages, 624 diagrams and two multi- 


plates, 
Price Rupees Twenty three-and annas eight only, postage extra. 


Scientific Publication Concern 
9, Wellington Square, Caicutta 13 


CALCIDOXON 
with 


200 
of rapid gro 
debility states, in 
& 
One ampoule to be at daily or alternate days intramuscularly or 
intravenously as directed by the physician. 
LIVAFOLBIN 
(Liver+Ext. eum Folic Acid with 
= 


Bi2 
Indication: 
Subnorma! il 
itamin B12 increased dite 
also for the functioning of marrow. 
~ To be intramuscularly 2 daily or alternate 
Packing: 2e.¢. amps. & Wee. & R.C, Phial. 


MANDOSS DRUGS LTD. 
221/2, Strand Bank Road, Calcutta-!. 


For rapid regeneration of 
Blood in Anaemias 


DEPEND ON 
HEALTH 


HEMOFERIN 


Each fluid ounce contains : 
Proteolysed liver from 115 Gms. of fresh liver & 
Stomach extract from 10 Gms. of fresh stomach. 


Ferrous Gluconate se 20 grs. 
Cobalt Sulphate .. se 5 mg. 
Copper Sulphate oa 5 mg. 
Manganese Chloride es 5 mg. 
Syrup Glucose .. q, Ss. 
Alcohol 10°), v/v. 


Also indicated in all conditions of debility and 
weakness. 
4 oz., 8 oz., & 16 oz, phials. 


Indian Health Institute & Laboratory Ltd. 


DUM DUM CANTT. CALCUTTA-28, 


A Chubby and Cheerful Child 


Brings Sunshine to your Home 


We Recommend 


PAN-VITA DROPS 


Concentrated Multivitamin 


Drops for Health 


BIRLA LABORATORIES, 


2, BEERPARA LANE, CALCUTTA - 30 


(Calci ) 
(5 ¢.c. Contains) (10 c.¢. Contsins) 
Calcium Gluconate 10% 10 
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Medical and Surgical Apparatus and Furniture 


METRIMPEX Hungarian Trading Company 
for Instruments 
Letters: Budapest 62, P.O.B. 202 
Telegrams : Instrument Budapest 


Representatives: Darbara Singh & Sons 
14, Bowbazar Street, Calcutta 
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A tonic food of proteins, 
carbohydrates, fats, vita- 
mins, methionine and cho- 
line in highly emulsified 
form, for oral administration. 


SPECIALLY SUITABLE 
FOR BUILDING BODY WEIGHT 
A product of 
TEDDINGTON CHEMICAL FACTORY PRIVATE LTD. 


Sole Distributors : 
W. T. Surén @© Co. Private Led. 


P.O. Box 229, Bombay 1 


WT+279(*) 


FOR BUILDING RED BLOOD CELLS. 


«Recent clinical Investigations have 
proved that COBALT GLUCONATE, the 
only organic salt of Cobalt, which has 
close relationship with Vit. Biz, in 
specific dose enhances the action of 
red blood cells. ’’ ( Ref. Nutr. 6 bs. V. Se SITION 
Oct. 1952, P. 69 ) 


Ferrous Gluconate 325.0 mg. 
%K Cobalt Gluconate 25.0 mg. 

Copper Sulphate 0.5 mg. 

Mn. Hypophosphite 0.5 mg. 

Folic Acid 1.75 mg. 

Vitamin Bia 

Vitamin C 


INDICATIONS Vitamin Bi 


Sprue, Nutritional, Megaloblastic 
Hypochromic and all other types 
of anemias 


PACKING 


The Sanitex Chemical Industries Ltd., 


INDUSTRIAL ROAD, BARODA-3 (INDIA) 
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cough remedy 
a majority 

of physicians 
prescribe 


TUSSANOL 


(COUGH SYRUP ) 


THE SAFEST REMEDY FOR PATIENTS OF ALL AGES 
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Miss Neogadine, 

C/o Raptakos, Brett & Co., Ltd., 
Dr. Annie Besant Road, 

Worli, BOMBAY. 


‘Dear Miss Neogadine, 


Re: Renewal of Service Contract 


In recognition of your meritorious services to us during the last 
25 years, we have pleasure in renewing your contract of service for 
another 25 years without increase of pay. 


Yours faithfully, 
THE PAN-INDIA POLYCLINIC* 


*Refers to no existing organization. 


WHEN GLYCERIN IS INDICATED 


—askfor PYRAMID BRAND 


PYRAMID Brand Glycerin’ PYRAMID Brand is now 
conforms strictly to also available in the handy, 
B. P. Standards. And every 11b bottle fitted with a 
bottle, tin or drum comes to _ tamper-proof roll-on seal. 

~~ hygienically sealed, straight 

rom the factory. 


SP.GR,) 260 PYRAMID 
Y ERIN 
Available in 1 Ib bottles; 7 Ib tins; 
28 Ib, 56 Ib, 1 cwt, S ewt and 10 ewt drums, 


MANUPACTURED BY LEVER BROTHERS (INDIA) LTD., P. O. BOX 409, BOMBAY, S. 
PYG. 
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A GOOD TONIC IS 
NEEDED AT ANY AGE 


,.. when physical reserves are depleted by 
anxiety, overwork, illness, poor appetite, 
or pregnancy. 

Wampole’s Phospho-Lecithin restores 
vigor and acts as a body builder because it 
supplies substances essential for the 
growth and repair of bone, nerves, 

muscles and other tissues. It also provides 
a mildly stimulating effect that helps 
restore nerve tone and improve 
mental and emotional outlook. 


Wampole’s Phospho-Lecithin is a 
readily assimilated, highly palatable 
tonic that does not interfere 

with digestion. 


Made in Canada by: 
HENRY*K*WAMPOLE & CO. LIMITED 
Manufacturing Pharmacists * Perth, Ontario, Canada 
Selling Agents: 

Muller & Phipps (Asia) Ltd. 

One Park Avenue, New York, U.S. A. 


PHOSPHO- 
LECITHIN 


| 
PHOSPHO 
‘SLECITHIN 
REPAIRS NERVE 
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Prove yourself! 


—that Seamless PRO-CAP 
is less irritating! 
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AMOEBIC DYSENTERY 


Plate a patch of Seamless Pro-Cap and a patch of 

ordinary hospital adhesive plaster on the under 

part of your forearm. After 48 hours, remove 

ey, both patches and examine your skin for signs 
\ of irritation 

a Enthusiastic comment by doctors and hospi- 

tals all over the world... years of actual use 

on thousands of patients... have proved that 

«@ \ . Seamless Pro-Cap is definitely less irritating! 


Prove it to yourself... get Seamless Pro-Cap 
_ today! 


wees 


Iodochlorhydroxyquinoline is a highly 
Regular 


efficacious specific for amoebic 
weight Why PRO-CAP is less irritating dysentery and intestinal amoebiasis in 
Seamless PRO-CAP adhesive mass contains 


; general. Also useful in colitis, 
the fatty acid salts heralded in recent 
medical journals (copies on request). The 


fermentative dyspepsia, certain types 
fatty acid salts used are zinc propionate and 
zinc caprylate. They are found exclusively in 


of diarrhoeas and intestinal infections. 
Seamless PRO-CAP adhesive plaster, both 
regular and service weight. 


»\ Count these 6 Important Advantages 
1. Little or no skin irritation 


2. Little or no itching 


3. Sticks easily —does not creep or curl 
4. Less skin maceration 


5. Little or no slimy deposit 
6. Longer shelf life COMPOSITION 


Each tablet contains 0. 25 La of 


lad, hydrox 
aaa Bottles of 25. 100, 500 and 1,000 tablets. 
PLASTER IN SPOOLS Bottles of a oe and 1,000 
From 14" to 4” wide, in 
regular or STAY- 


DRY waterproof 
backing 


ALEMBIC CHEMICAL WORKS 
co. LTD., BARODA-3. 


EXPORT DEPARTMENT 
THE SEAMLESS RUBEER COMPANY 
NEW HAVEN 3, CONN. U SLA 
BXCEUSTVE-DISTRIBUTORS : KEMP & CO. LTD. 
Bombay, Calcutta, Delhi & Madras. 


: 
tablets 
~ 
Service 
weight 
shy 
— 
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When the hypertensive patient 
does not respond to the usual 
treatments of sedation and dietary 
restriction, the use of ‘Ansolysen’ 
brand pentolinium tartrate is 
worthy of consideration. 

This powerful ganglion blocking 


IMPROVED OUTLOOK 
IN HYPERTENSION 


smooth and prolonged fall in 
blood pressure. *‘Ansolysen’ will, 
in patients with severe essential 
hypertension or with the malig- 
nant form of the disease, maintain 
the blood pressure at a near- 
normal level, provide relief from 


agent may be used alone or in distressing symptoms, and permit 
conjunction with other hypo- the resumption of everyday 
tensive agents to produce a_ activities. 


PENTOLINIUM TARTRATE 


We shall be glad to send detailed literature on request 


AN M&B brand MEDICAL PRODUCT 
Manufactured by 


MAY & BAKER LTD 


MA2S74 -72 


Distributed by: MAY & BAKER (INDIA) LTD 


BOMBAY + CALCUTTA + GAUHATI - MADRAS + NEW DELHI 
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CALCIMA-C 


CIPLA 


Calcium Parenteral wits Vitamin ‘C’ 


EACH 10 c.c. AMPOULE 
CORRESPO OR OS TO 
10% CALCIUM GLUCONATE 10% 
AND 
250 mg. 


8 OMBA - 
LITERATURE SENT ON REQUEST. 


“Cipla Sales Depot,” 
P.33, Ganesh Ch. Avenue, Calcutta-12. 


Vol. 26, No. 9 

| 


a new 
synthetic 
analog 

of cortisone 


higher potency 
smaller dosage 
less sodium and 
water retention 


Deltacortone 


(Prednisone of Merck & Co., Inc.) tablets 


A new synthetic analog of cortisone... provides GREATER therapeutic 
benefits with SMALLER doses, and AVOIDS sodium and water retention 
in average patient given usual recommended dosage. 


Dosage Comparison (Rheumatoid Arthritis) 
| DELTACORTONE | hydrocortisone cortisone 


Initial daily dose: 20-30 mg. 50-70 mg. 80-100 mg. 
Daily maintenance dose:| 5-20 mg. 30-50mg. | 50-70 mg. 


DELTACORTONE has given excellent results in many instances where 
other corticosteroid preparations have failed.. 


Supplied : 5 mg. tablets (scored) in bottles of 30. 


*DELTACORTONE THE TRADEMARK OF MERCK & O0., FOR ITS BRAND OF PREDNISONE. 


MERCK-SHARP & DOHME INTERNATIONAL 
DIVISION OF MERCK & CO., INC. 
161 AVENUE OF THE AMERICAS, NEW YORK 13, N. Y., U.S.A. 


MARTIN & HARRIS LTD. 


Distributors for MERCK-SHARP & DOHME INTERNATIONAL 
161, Avenue of the Americas, New York 13, N. Y., U.S, A. 
Offices in CALCUTTA, BOMBAY, MADRAS, DELHI, RANGOON, 
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The to successful 


peptic ulcér therapy 


WHENEVER continuous neutralization of gas- 
tric acidity is required—in active.and quiescent 

peptic ulcer, gastritis, hyperacidity—-NULACIN 

TABLETS are indicated. 

The successful clinical behaviour of NULACIN 

TABLETS is accounted for by their composition 

and unique manner of use. 


Dosage 


Beginning half-an-hour after food a NULACIN 
TABLET should be placed in the mouth and 
allowed to dissolve slowly. 


During the stage of ulcer activity up to three 
tablets an hour may be required. For follow-up 
treatment the suggested dosage is one or two 
tablets between meals. 


NULACIN TABLETS are not. advertised to the 
public and there is no B.P. equivalent. NULACIN 
TABLETS are available in dispensing units of 
12 & 25 tablets. 


REFERENCES 

Medical Treatment of Peptic Ulcer, i | ee 

Med. Press, 27th Feb., 1952, 227 : 195 — teen — 
Gastric Analysis Gastric Anatysis 


The Control of Gastric Acidity, Brit. 
Med. J., 26th July, 1952, 2: 180 4 Superimposed gruel Same patients as in 


Notes on Remedial Agents, Med. a fractional test-meal Fig.1 two days later, 
62 


: : curves of five cases showing the striki 

Review, Sep £952, of duodenal ulcer. neutralizing effect of 
Discussion on Peptic Ulceration, Proc. sucking Nulacin tablets 
Roy. Soc. Med., May, 1953, 46: 354 (3 an hour). Note the 


The Effect on Gastric Acidity of return of acidity when 
Nulacin is discontinued. 


“Nulacin” Tabs., Med. J. Aust., 28th 


Nov., 1953, 2: 823 ws 


Control of Gastric Acidity by a new 
way of Antacid Administration, J. Lab. 

Clin. Med., Dec., 1953, 42: 955 

Further Studies on the Reduction of = all 

Gasirie Acidity, Brit. Med. J., 23rd 


Jan., 1954, 1: 183 


nical I ion into the Actio 
of macs, Practitioner, July, 1954, HORLICKS LIMITED 
173: 46 A 4 Mission Row (P.O. Box 2229) 
General rate, World, CALCUTTA 
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prescribe 


SECLOPEN 


» « « « amd not just procaine penicillin, 
SECLOPEN is fortified procaine penicillin, a product of Glaxo 
Laboratories, reputed makers of penicillin. There are good 
reasons why SECLOPEN is popular. 


4% SECLOPEN is painless. 


4% SECLOPEN is easy to prepare and handle. Simply inject 
distilled water and agitate—the preparation is ready for use. 


% The content is adjusted to ensure withdrawal of the 
full dose. 


SECLOPEN 


In single-dose and five-dose vials. 


GLAXO LABORATORIES (INDIA) PRIVATE LTD. BOMBAY * CALCUTTA * MADRAS * NEW DELHI 
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of fective tute Baclérial 


Collosol Manganese has been widely 
and successfully used by the Medical 
profession for the successful treatment 
of staphylococcal conditions for over 
30 years. Used alone, or in conjunction 
with penicillin, it is invaluable in the 
treatment of boils, for it lowers the 
relapse ratesignificantly. CollosolMan- 
ganese may be administered orally or 
by injection. Within the range of dosage 
recommended Collosol Manganese is 
stimulating and tonic in action and is 
entirely free from side effects. 


At 
MANGA 


CROOKES LABORATORIES LIMITED (ncorporared hn 
COURT HOUSE ° CARNAC ROAD . BOMBAY 2 
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GLUTANEUROL 


(GlutamicAcid dextrogyre 25%, 
+ Vitamin B1) 
in palatable lemon flavoured granules, 


FOR 
Menufectured by: Intellectual overwork 
Mental deficiencies 
Intellectual retardation 
* Psychasthenia 
* Epilepsy 
Neuro-dermatitis 


FRANCO Y INDIAN 
UNITED LABORATORIES 


Bapnu Ghar, Hornby Vellard, Bombay. 18. 
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TONOFERON 


Colloidal Ferric Hydroxide 
Highest Concentration of Metallic Iron 


—Per teaspoonful * 


Dosage adults—Start with 10 drops thrice daily after meals 
and gradually increase to 1 teaspoonful— 
twice or thrice daily. 


*Each teaspoonful of Tonoferon contains 2°7 grs. of metallic Iron 
(equivalent to 15 grs. of Ferriet ammon cit ) with other accepted 


hemopeetic principles. 


PYRIDONAL 


FOR 
NAUSEA & VOMITING OF PREGNANCY 


COMPOSITION 


Pyridoxine DOSAGE 


Hydrochloride (B 
ydrochloride (Be) 2 tablets at bed time followed 
Thiamine (B,) P by another 3-4 tablets during the 
Ascorbic Acid (C) . day. 


Phenobarbitone 


For further particulars, please write to :— 


East India Pharmaceutical Works Ltd. 


BOMBAY~14. CALCUTTA—26. MADRAS-~1, 


i 

i 

gr. 


Journal of the 
Indian Medical Association 


CALCUTTA May 1, 1956 
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ORIGINAL ARTICLES 


USE OF AUTOVACCINE MADE OUT OF SELECTIVE PATHOGEN CULTURE FOR THE 

TREATMENT OF CHRONIC BOWEL DISEASES OF UNKNOWN AETIOLOGY 

D. C. LAHIRI, (cat.), p.1.m. & (LonD.), Dip. BACT. (LOND.), PH.D. (BOM.), 

S. N. CHATTERJI, ms. (cat.), p.t.m. (cat.), A. M. MUKHERJEE, ms. (cat.), D.c.P. (LOND.), 
K. N. NEOGY, ms. (cat.), p.p.H. (cav.) anp N. BASU, ms. (cat.), 


Department of Bacteriology and Pathology, School of Tropical Medicine, 
Calcutta. 


Management of chronic bowel diseases is a and culturing the faeces as such on common selec- 
difficult problem in the tropics. Frequently, some tive media and, also, preparation of a mixture of 
definite pathogenic organism can be incriminated patient’s serum and the patient’s faeces. This 
as the cause. The Entamoeba histolytica, a few mixture of faeces and serum was incubated at 
other protozoa and the dysentery bacilli are known 37°C. overnight and was then plated on the com- 
to be the major causes of this chronic discomfort. mon selective media. The media employed were 
However, in a fair percentage of cases, none of blood agar and MacConkey’s—though  occa- 
these pathogens can be isolated. It is specially sionally S.S. agar was also used. It could be 
these cases which present a difficult problem. worthwhile to detail the technique of the méthod 

We have interested ourselves in studying the of selective pathogen culture we employed. A 
bacterial flora prevailing in these chronic bowel loopful of the freshly passed faeces was imme- 
diseases of unknown aetiology. These studies have diately diluted in 1°0 ml. of sterile physiological 
revealed that the flora is so heterogenous that none saline. This diluted faeces was mixed with the 
of them could be definitely incriminated to be patient’s serum in the following way. In a sterile 
the cause of the chronic bowel disorder. During capillary pipette one or two drops of the clear 
these studies, however, it was sought to be in- serum were drawn in. In the same pipette one 
vestigated whether the patients’ reaction .to any or two drops of the diluted faeces were next drawn 
one of these organisms isolated from the faeces, in. Finally one or two more drops of the patient’s 


could help in the establishment of the aetiology, serum were again drawn in the same pipette. The 
of chronic bowel diseases and their management. mixture was then aspirated up into the body of 
For this purpose, a modification of the selective the pipette and the capillary end was sealed ina 
pathogen culture method of Soles-Cohen was em- flame. This serum and the faeces were very 


ployed. The results obtained were not only intimately mixed by slow movements of «the 
highly revealing but also helped in the prepara- pipette—sort of frothing. This pipette was then 
tion of autovaccine which was used for treatment put in incubator at 37°C. overnight. Next morn- 


of many of the cases. ing the sealed capillary end was broken and the 
mixture was blown out on blood agar and Mae- 
MATERIALS AND METHODS Conkey’s plate. The blown-out drops were then 


The general schedule was to collect the faeces spread evenly over the surface of the plates. The 
of the patient after administration of a laxative plates were incubated for twenty-four hours «at 
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37°C, and the isolated colonies were studied for 
their identification. 


If the nature of the growth from the faeces 
alone, and that developing out of the mixture of 
faeces and serum revealed any significant differ- 
ence we considered feasibility of preparation of an 
autovaccine. This difference was generally of two 
kinds: (1) The faeces alone showed abundance 
of one variety of organism while the mixture of 
faeces and serum showed considerable reduction 
of growth of the same variety of organism. (2) The 
faeces alone did not reveal the growth of a parti- 
cular organism—while the mixture of faeces and 
serum revealed its growth. In the first case we 
inferred that in the serum of the patient there has 
developed a bacteriostatic antibody which inhibit- 
ed the growth of the particular organism in the 
faeces—serum mixture. In the second case we 
inferred that the serum of the patient encouraged 
the growth of a particular organism which could 
not flourish otherwise. Both of these two varieties 
of reaction of the serum of the patient, were 
assumed by us to indicate the potential pathogeni- 
city of the organism isolated. 


Occasionally, however, there was no difference 
of the flora developed from the faeces alone and 
from the mixture of faeces and serum. Neverthe- 
less, in a few of these cases, frankly haemolytic 


organisms which differed in certain morphological 
characteristics from the common members of its 
species were isolated. It was only on the basis of 
the haemolytic nature of these organisms and on 
their morphological peculiarities that we assumed 
its potential pathogenicity. 


These were the organisms which were used for 
preparation of autovaccine. For the purpose and 
preparation of autovaccine organisms were grown 
on nutrient agar media for 24 hours at 37°C. The 
organisms were washed off and suspended in phos- 
phate buffer physiological saline maintained at 
pH 7°6 and preserved with 0°01 per cent thiomer- 
salatum. ‘To the suspension, 40 per cent solution 
of formaldehyde was added in quantities enough 
to make a 0°2 per cent concentration of formalde- 
hyde in the mixture. This mixture was incubated 
at 37°C. for three to seven days depending on 
the speed of sterilisation by formaldehyde and heat. 
After killing of the organisms the thick suspen- 
sion was diluted to give the required concentra- 
tion of the organism per ml. It might be men- 
tioned here that the original suspension should 
be so thick that at least ten-fold dilution is re- 
quired to give the desired strength of the vaccine. 
The diluent in every case was phosphate buffer 
physiological saiine mixture preserved with 0°01 
per cent thiomersalatum. 
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To give an idea of the dosage of the auto- 
vaccine we employed, we might state that those 
organisms which are commonly known to be 
saprophytes—were used in a concentration of 1000 
million organisms per ml. However, those organ- 
isms which are known to be occasional pathogens, 
were frequently used in a concentration of 200-500 
million organisms per ml. The first dose of the 
vaccine was never more than 0°1 ml. given intra- 
cutaneously. The subsequent doses were increased 
very gradually and spaced widely enough not to 
provoke any unpleasant reaction. We preferred to 
administer all the doses intracutaneously, even 
upto a dose of 1°0 ml. However, if this produced 
intense local reaction, we had to give the injection 
subcutaneously. 


RESULTS 


The results of selective pathogen culture as 
well as those of treatment of the patients with 
autovaccine prepared therefrom are shown in 
Table 1. For compilation of the table, the patients 
have been grouped, perhaps, more arbitrarily than 
naturally. It should be emphasised that each 
patient presented a picture which was quite dis- 
tinct from that presented by others. Difference 
between culture of faeces alone and that of the 
mixture of faeces and serum has also been indi- 
cated in a general way. However, in Table 2, 
ten selected cases have been presented with a 
view to show up their difference as well as the 
nature of the improvement obtained, in detail. 

Results indicate unmistakably the therapeutic 
effect of autovaccine prepared out of selective 
pathogen culture. In most of the cases the imme- 
diate result was very good. In many cases, how- 
ever, the improvement was not sustained. Never- 
theless, a fair percentage of the total number of 
cases maintained the improvement for over a year 
and upto the time of presentation of this article. 

Viewed against the background of the history 
of all the cases having taken a large variety of 
amoebicidal and bactericidal drugs without any 
significant relief, our results would not appear to 
be insignificant. 

In short, this immunological method of treat- 
ment of chronic bowel disorder did not show any 
toxic or side-effects, as is occasionally shown by 
the antibiotics, sulpha drugs and other chemo- 
therapeutic agents. It did produce relief from 
sufferings in many cases, and even in those cases 
who failed to show any sustained effect it did not 
produce any bad reaction even after repetition of 
the autovaccine course. This absolute freedom 
from toxicity and the complete inocuity of this 
immunological therapeutic agent together with its 
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power of producing relief from suffering in a sub- 
stantial percentage of cases impelled us to recom- 
mend further trial of this method of treatment, 
without any hesitation. 


DISCUSSION 


We have not kept any suitable controls during 
our trials with the autovaccine. We selected our 
cases from amongst a large number examined, 
on the basis of presence of bacterial organism, 
which according to our judgment appeared to be 
a potential pathogen. The respective autovaccine 
was used in every such selected case and all other 
treatment omitted. 

It might be properly criticised that the re- 
sults obtained might as well be due to the effect 
of placebo. We might on our part answer this 
criticism by saying that even if the autovaccine 
worked like a placebo and did give significant re- 
lief to the patients it is still worth-while trying. 
It may be repeated here for the sake of emphasis 
that all the patients in our series had been treated 
with a variety of amoebicidal, bactericidal and 
other chemotherapeutic agents, before our trial 
therapy with autovaccine. The history which 
they gave out indicated that they did not profit 
very much by such treatments. ‘These patients, 
after treatment with autovaccine, admitted to 
have obtained considerable relief. It is only on 
this ground, rather than on the basis of well- 
controlled experiments, that we recommend auto- 
vaccine prepared from selective pathogen culture 
for the treatment of chronic bowel diseases of un- 
known aetiology in the tropics. 


SUMMARY 


Fifty-two cases of chronic bowel disorder of 
indefinite aetiology were treated with autovaccine 
prepared from organisms growing in selective 
pathogen culture. None of these patients were 
permitted to take any amoebicidal or bactericidal 
drug during the treatment. Virtually they did not 
take any drug at all. The immediate result 
obtained was ‘very good’ in 38 cases, ‘good’ in 9, 
‘fair’ in 4 and ‘no improvement’ in one case only. 
Further follow-up of the cases revealed that 21 
maintained improvement over one year or up till 
the time of presentation, 12 showed relapse after 
six months, 5 after two months, the remaining 
fourteen being untraceable. 
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AN EXPERIMENTAL STUDY.ON THE 
AETIOLOGY OF LATHYRISM 


R. P. BHARGAVA, 
S. M. S. Medical College, Jaipur. 


INTRODUCTION 


Lathyrism is a spastic spinal paralysis asso- 
ciated with the consumption of lathyrus grain. 
It is described to be due to myelin degenera- 
tion of probably various columns but specifically 
the lateral column of the lumbar cord. The deep 
reflexes are exaggerated and the plantar response 
is extensor. Sensory changes are not found and 
sphincters are usually not involved. Lathyrism 
has been reported in India and abroad off and on 
since ages. The disease has been mentioned in 
the ancient Hindu literature ‘Bhava Prokash’ 
(quoted from Chopra, 1938) and Hippocrates has 
also mentioned that consumption of certain pulses 
leads to paralysis (quoted from Shourie, 1945). 


Reports of epidemics of lathyrism in different 
parts of India have been published by several 
workers viz., Central Provinces (now M.P.) (Slee- 
man, 1844), N. W. Provinces, Saugor district of 
Madhya Pradesh, North Rewa (now in Vindhya 
Pradesh) (Acton, 1922), Rewa State (McCombie- 
Young, 1927), Gilgit Agency (McCarrison, 1926 
and Mackenzie, 1927), eastern districts of U.P. 
(Stott, 1930), Punjab (Shah, 1939), Madras Pro- 
vince (Minchin, 1940 and Gopalan, 1950), Central 
Provinces (Roy, 1951), Central India (Shourie, 
1945), Bhopal (Jacoby, 1947) and Bihar (Lal, 1949 
and Rudra and Kant, 1950). 


Much work has been done in the past on lathyr- 
ism, but opinions regarding the causative factor are 
most divergent and still a positive proof is lack- 
ing which could incriminate the Lathyrus sativus 
grain for the production of lathyrism. Hence in 
the present investigation feeding experiments 
have been undertaken on animals with Lathyrus 
sativus to elucidate its role in the causation of 
lathyrism. 


MATERIAL AND METHOD 


For the present investigations pigeons were 
selected as the animals of choice (De and Dutta, 
1948). Care has been taken to isolate pure strain 
of L. sativus and only that grain which was identi- 
fied as Lathyrus sativus, was used for feeding 
purposes. 

Eight groups of pigeons were taken. Each 
group consisted of six pigeons. Group 1 was kept 
on a 100 per cent diet of dry seeds of Lathyrus 


= 
Pry 


sativus. Group 2 was given a 100 per cent diet 


of germinating seeds of L. sativus. Germination 
took place in about 48 hours’ time. Care was taken 
to keep the cloth used for soaking the seeds 
scrupulously clean and was boiled daily. Group 3 
received a diet consisting of 60 per cent Lathyrus 
sativus. The diet was made up as fellows: 


Whole lathyrus flour 60 parts 


Whole wheat flour .. 2's, 
Yeast powder 
Calcium carbonate .. 1 part 


This was moistened with water and given in 
the form of balls. The feeding continued for 
twelve weeks. Daily weight records were kept, 
general condition of the pigeons was observed 
daily, viz., condition of feathers, eyes and neck, 
mode of walking and flying, frequency of preening 
and being on the look out for any other abnormal 
manifestation. 


At the end of this period another group of 
pigeons (group 4) was put on a 100 per cent wheat 
diet and in addition it received a watery extract of 
20 g. of germinating lathyrus seeds. Group 5 pige- 
ons were given also a wheat diet but along with 
an alcoholic extract of 20 g. germinating seeds. 
Group 6 pigeons were put on a 100 per cent diet 
of boiled germinating lathyrus seeds. Pigeons of 
group 7 received a 100 per cent diet of germinat- 
ing lathyrus seeds but in addition received daily 
supplements of vitamins A, B, C and D. The last 
group 8 received a 100 per cent diet of lathyrus 
seeds soaked in water for eight hours. 


RESULTS 


The animals of group 1 which were kept on 
100 per cent diet of dry lathyrus seeds thrived well 
and showed a fair increase in weight at the end 
of the twelve week period as will be observed 
from the growth curve (Fig. 1). 

The pigeons of the group 2, which were kept 
on a 100 per cent diet of germinating lathyrus 
seeds started growing weak. The change became 
quite apparent at the end of the third week. The 
feathers lost their glossiness. By the end of the 
fourth week the pigeons could not even fly to a 
height of 10-12 feet. On holding the animals in 
hand, a feeling of flabbiness was imparted to the 
palm. By the end of the fifth week there was a 
definite loss of feathers of the tail and of those 
over the head. The frequency of preening as com- 
pared to the previous group was considerably less. 
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Fic. 1—SHOWING GROWTH CURVES. 


Figures over the curves represent the group 
numbers of the experimental pigeons. 


The growth curve of group 2 exhibits a definite 
steady decline in weight. No relationship was 
noticed between weight and intake of food. At 
the end of the twelve week period a pigeon of 
this group and a healthy one were sacrificed. 
There was no histological difference in the sec- 
tion of the spinal cord of the healthy and the 
affected pigeon. Thé general changes observed 
were due to malnutrition rather than due to pro- 
duction of lathyrism. The group 3 pigeons also 
thrived well. The pigeons of group 4 and 5 also 
thrived well as will be seen from the curves. The 
animals of group 6 which were kept on boiled 
germinated lathyrus seeds behaved in no way 
different from those of group 2, and showed a 
steady decline in weight and general condition. 
The group 7 pigeons which were given daily 
vitamin supplement along with the diet of germi- 
nating lathyrus seeds did not show such a pro- 
gressive deterioration in their general condition, 
although there was no gain in weight. Group 8 or 
the last group of pigeons which was given lathyrus 
seeds soaked previously in water for eight hours, 
also showed a steady decline in weight and general 
condition. 


DISCUSSION 


Earlier workers met with apparent success in 
producing lathyrism in feeding experiments on 
animals (quoted from Anderson et al, (1925). 
Anderson et al (1934), Geiger et al (1933), Shah 
(1939), Lewis et al (1948), have all been in favour 
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of ‘contamination hypothesis’ for the production 
of lathyrism. McCarrison (1928) could not produce 
lathyrism in rats fed on pure strains of Lathyrus 
sativus grain or on Vicia sativus. According to 
McCarrison and Krishnan (1934) rats fed on pure 
seeds of lathyrus sativus showed fair growth. 
Bhagat (1946) could not produce any lathyrism in 
guineapigs. However her results suggest that 
there is a factor toxic to guineapigs in lathyrus 
seeds which could not be prevented by inclusion 
of liberal amounts of vitamins. 

Lewis et al (1948) fed L. sativus at 50 per cent 
levels to rats with no symptoms of lathyrism. 
Recent experiments at Coonoor have also failed to 
produce lathyrism in monkeys and dogs. 

The only recent report where lathyrism has 
been induced in pigeons after feeding them at 
30 per cent level within seven weeks is by De 
and Datta (1948). 

The pigeons of group 1 and 2 put on 100 per 
cent and 60 per cent lathyrus diet respectively 
thrived very well. These findings differ from those 
of De and Datta (loc. cit.), who were able to 
produce retardation of growth and manifested a 
tendency to lathyrism within seven weeks with a 
30 per cent diet of lathyrus. The pigeons of 


group 2 which received germinating seeds showed 
retarded growth and characteristic harmful effects. 
The finding of Howard et al (1923) that animals fed 
on germinating grains did not thrive to quite the 


same extent as others is in consonance with the 
present result. Jacoby (1947) thinks the toxic 
effect due probably to a pathogenic fungus which 
grows on the lathyrus seeds after defective storage 
in wet weather condition. McCarrison (1926) 
stated that the grains which he had seen being 
consumed by the lathyrism patients were grossly 
infected with fungus. But in the present investi- 
gation no fungus was observed on the seeds before 
or after germination. Acton (1922) suggested pro- 
duction of a toxic amine during germination. It 
has been reported that watery extract of lathyrus 
peas contained salts of phytic acid. Lewis et al 
(1948) observed that the toxic factor in case of poi- 
sonous varieties of the lathyrus grain was extract- 
able with cold water or alcohol. To see whether 
a water or alcohol soluble toxin does develop or 
not during germination, watery and alcoholic 
extracts were given to normal pigeons of groups 4 
and 5. But they did not exhibit any harmful 
effect. Thus the possibility of a toxin was ruled 
out. Boiling the germinated seeds did not render 
them harmless, and the pigeons of group 6 be- 
haved almost like the other group of pigeons(2) 
fed on unboiled germinated lathyrus seeds. Mc- 
Carrison and Krishnan (loc. cit.) also could not 
produce any disease of the nervous system on in- 
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traperitoneal administration of extract of lathyrus 
seeds. Howard et al (loc. cit.) were unable to 
isolate any alkaloid from Lathyrus sativus, 

Since no toxic factor could be detected, it is 
suggested that the germinating lathyrus grain 
could be detrimental in one of the following two 
ways: 

1. During the process of germination the seeds 
may consume up some essential food materials like 
vitamins or some amino acid and become deficient 
in these, or 

2. During germination the seeds may so de- 
compose that the food material is split up into 
simpler units to provide energy to the growing 
plumule for germination. Reassimilation of these 
simpler units become impossible in the animal body 
due to some qualitative change in them. 


According to Miller (1938) proteins in the seeds 
are broken down into amino acids which are trans- 
located as rapidly as they are formed to the 
plumules and roots. It was observed by De 
Saussure (quoted from Miller, 1938) that as the 
germination of rape and hemp seeds progressed 
the amount of oil in the seeds diminished, pro- 
bably by splitting into glycine and fatty acids. 

The pigeons of group 7 put on germinating 
lathyrus seeds did not show a rapid deterioration 
with daily vitamin supplements. Improvement of 
the condition on addition of tryptophane has been 
reported. Basu et al (1937) found Lathyrus sativus 
a poor source of vitamin and deficient in trypto- 
phane. Rudra (1952) found methionine content 
to be low. He also describes the useful role of 
vitamin B,, in lathyrism, and recently he found 
the selenium content to be very high in lathyrus. 
Bhagwat (1946) is, however, of opinion that 
vitamins afford no protection, although in her ex- 
periments she was unable to produce lathyrism in 
guineapigs. Minchin (1940), Cruickshank (1942) 
and Gopalan (1950) have reported cases exactly 
resembling lathyrism in clinical picture from 
Madras, Singapore and Madras respectively, with- 
out any history of consumption of lathyrus grain. 
Spillane and his co-workers (1947) have noticed 
spastic paraplegia in prisoners of war held by the 
Japanese. They attribute the condition to malnu- 
trition, although the mode of involvement of the 
pyramidal tract is unknown. The conclusions 
arrived at by the present investigations are quite in 
agreement with the views of Minchin, Cruickshank 
and Gopalan. 


SUMMARY 


Lathyrism could not be produced in pigeons 
by pure strains of Lathyrus sativus (dry seeds) by 
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feeding them at 100 per cent level for twelve 
weeks. 


The dry seed or flour of Lathyrus sativus is non- 
toxic. Lathyrism may be the result of consump- 
tion of germinating or damp lathyrus seeds. The 
condition is made worse by the lack of protective 
foods or may be the result of contamination with 
one or more toxic species of the lathyrus grain. 
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Interest in the study of liver involvement in 
tuberculosis dates back to the 19th century when 
the French physician Louis, as quoted by Addison 
(1836), first observed fatty change in the liver in 
a case of pulmonary and intestinal tuberculosis. 
Most of the studies, in the past, had been on 
autopsy material, composed of fatal cases of tuber- 
culosis and revealed the presence of tubercles in 
the liver in percentages varying from 63 to 99. 
Incidence of fatty change, in these fatal cases, was 
variously reported between 34 and 42 per cent 
(Ullom, 1909; Saphir, 1929; Jones and Peck, 
1929). 

In recent years many workers have studied 
liver pathology, with the help of material obtained 
by liver biopsy, in cases of tuberculosis during 
their life time. The results of these studies are 
rather controversial. Van Buchem (1946) found no 
tubercles in the liver biopsy specimens in nine 
cases of active pulmonary tuberculosis; on the 
other hand, Van Beek and Haex (1943) found 
miliary lesions in all types of chronic tuberculosis. 

The types of pulmonary and extra-pulmonary 
tuberculosis in which the liver may be involved 
remain undefined (Finckh et al, 1953). An interest- 
ing observation, that the females are more prone to 
get fatty livers in tuberculosis as compared to the 
males, was made by Bokus (1949) 

Liver function studies in tuberculosis of various 
types have been carried out extensively. Low 
albumin values associated with a rise in serum 
globulins ; low serum cholesterol, bromsulphalein 
retention, and abnormalities in prothrombin values 
have been observed. Abnormalities in cincophen 
oxidation, galactose tolerance and icteric index 
have also been reported (Steidl and Heise, 1933). 
Liver functional derangement ranging from ten to 
eighty per cent has been observed in these publi- 
cations. Total serum protein concentration has 
been found normal (Hurst et al, 1947), increased 
(Eichelberger and MacClusky, 1927) and decreased 
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(Sweaney et al, 1924). These observations point 
out the great inconsistency of the liver function 
test results in tuberculosis. 


MATERIAL AND METHODS 


102 cases of pulmonary and extrapulmonary 
tuberculosis, confirmed by clinical, bacteriological 
and roentgenographic studies constituted the mate- 
rial for the present investigation. These patients 
were attending the T.B. Clinic Malharganj and 
K. E. Hospital, Indore. The investigations includ- 
ed history, physical examination, a group of liver 
function tests and microscopic study of the 
routinely stained liver biopsy material. Thymol 
turbidity and flocculation, colloidal gold floccula- 
tion, cephalin cholesterol flocculation, prothrombin 
response to vitamin K, urine urobilinogen estima- 
tion, icteric index and van den Bergh’s test were 
selected for liver function study. Biopsy was per- 
formed with the Vim Silverman needle. The 
tissues were fixed in formol saline and stained 
routinely with haematoxylin and eosin and for 
tubercle bacilli with modified Ziehl-Neelsen’s 
method. 


OBSERVATIONS 


Of the 102 cases studied, 48 were below 30 
years (14 males and 34 females) while the rest were 
above 30 years (33 males and 21 females). 38 
females, out of 55 studied, had enlarged liver (69 
per cent). Amongst the males 10, out of 47 studied, 
showed liver enlargement (24 per cent). 

Duration of illness had no direct bearing on the 
enlargement of the liver. 

Fig. 1 indicates the relationship between the 
liver enlargement, the type of tuberculosis and 
sex of the patient. 


No. of cases with normal liver. 


No. of cases with enlarged liver. 


NUMBER OF CASES 


bj YY bff 
—Yy 


female male 
Other types 
of tuberculosis 


female male female male female male 
Pulmonary Abdominal Pulm. + Abd 

tuberculosis tuberculosis tuberculosis 
TYPES OF TUBERCULOSIS 


Fic. 1—SHOWING THE INCIDENCE OF LIVER ENLARGE- 


MENT IN VARIOUS TYPES OF RCULOSIS AND 
THEIR RELATIONSHIP TO SEX 


J. INDIAN M. A., VOL. 26, NO. 9 


It would be seen from Fig. 1 that the incidence 
of liver enlargement was higher in those cases in 
whom the abdomen was involved in the tubercular 
process. In 34 per cent cases of pulmonary tuber- 
culosis, 83 per cent cases of abdominal tubercu- 
losis, 69 per cent cases of pulmonary and abdominal 
tuberculosis and 50 per cent cases of tuberculosis 
of all the other remaining types, the liver was 
found to be enlarged. 

Relationship between the various types of 
tuberculosis, and the results of liver function tests 
have been summarised in Table 1. 


TABLE 1—RELATIONSHIP BETWEEN THE TYPE OF 
‘TUBERCULOSIS AND LIVER Function TkEst STUDIES 


Liver function test results 


No. of cases No. of cases 
with liver with liver 
enlarged not enlarged 


Type of (48 cases) (54 cases) 


tuberculosis 


ysfunction 


| No. of casts 
| studied 
| Dysfunction 


| Normal 
Normal 


| 
| 


| 


Pulmonary with 
cavities etc. 

Abdominal—all 
types 

Pulmonary and 
abdominal 


Female 
Male 
Female 
Male 


one 
CON OC OF Nw 


Other types 


Female 15 
Male 27 


Total ... 102 


Cases who neither had liver dysfunction nor 
had an enlarged liver comprised only 11°7 per cent 
of the entire series. Of these 10 were males and 
2 females. 11 cases (8 females and 3 males) had a 
definite enlarged liver but the results of liver 
function tests were within normal range. A signi- 
ficant finding was the observation of functional 
derangement, as judged by function tests of the 
liver, in 42 cases (27 males and 15 females) although 
the liver was not enlarged in them. These cases 
constituted 41°2 per cent of the entire series. 
In only 37 cases (30 females and 7 maies) correla- 
tion between liver enlargement and liver dysfunc- 
tion was noted (36°3 per cent). 

Cephalin cholesterol flocculation test was found 
to be the most sensitive indicator of liver dysfunc- 
tion, being positive in 54 per cent cases. Next in 
order of sensitivity were colloidal gold flocculation 
test (positive in 49 per cent) and thymot flocculation; 
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test (positive in 23 per cent). The remaining tests 
showed positive results in one to twelve per cent 
cases. 

32 cases with enlarged livers and 18 cases with- 
out liver enlargement were selected for liver biopsy. 
These cases were grouped according to liver palpa- 
bility and liver function tests results into 4 classes. 
25 cases had enlarged liver and deranged func- 
tions. 7 cases had normal functions but the liver 
was enlarged in them. 15 cases had no enlargement 
of the liver but the functions were deranged. The 
remaining three cases were those who had normal 
functions and no enlargement of the liver, thus 
serving as controls. 

Amongst the cases who had liver enlargement 
and functional derangement—the liver biopsy 
studies revealed definite tubercles in only 4 per 
cent. Other pathological lesions like granuloma 
formation, patchy necrosis, fatty change, and 
cytoplasmic vacuolisation were however seen in 80 
per cent cases. Fatty change alone accounted for 
36 per cent in cases belonging to this group. 

Amongst the seven cases who had normal liver 
functions but the liver was enlarged, tubercles 
were encountered in 14 per cent, granuloma with- 
out giant cells in 28 per cent, patchy necrosis, fatty 
change and cytoplasmic vacuolisation in 56 per 
cent, and periportal cellular infiltration in 80 per 
cent cases. 

80 per cent of the 15 cases, with deranged liver 
functions but normal palpable livers, had patchy 
necrosis of the liver. Tubercles and granulomata 
were seen in only 2 out of the 15 cases. 

Cases belonging to the control group (3 cases 
with neither liver enlargement nor liver function 
derangement) showed patchy necrosis in two out 
of the three cases studied. In all the three cases 
increased periportal cellular infiltration was seen. 


Considering the present series as a whole, 
tubercles and granulomata were seen in 12 per 
cent cases only. Patchy necrosis and fatty change 
were, however, seen in many more cases. 76 per 
cent cases showed patchy necrosis, while 28 per 
cent had fatty infiltration. These changes were 
seen irrespective of the liver enlargement. 


DISCUSSION 


Approximately half the number of cases (48 
out of 102) investigated during the present study, 
had enlarged liver. Females had enlargement of 
the liver three times more commonly than the 
males. ‘These observations are supported by the 
findings of Bokus (1949). 

Whenever the abdomen was involved in the tu- 
bercular process, the incidence of liver enlargement 
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showed an increase (as would be seen from Fig. 1). 
The liver was enlarged in 34 per cent cases of 
pulmonary tuberculosis, 69 per cent cases of pul- 
monary + abdominal tuberculosis, 83 per cent cases 
of abdominal tuberculosis and 50 per cent cases of 
the remaining varieties of tuberculosis. 

In the present series 12 per cent cases showed 
tubercles and granulomata on histopathological 
examination of biopsy specimens. Seife et al 
(1951) had similar observations. They found 
definite tubercles in only 13 per cent biopsied cases 
as compared to 99 per cent in mecropsied cases. 
Finckh et al (loc cit) performed liver biopsies in 25 
cases of advanced tuberculosis and in only 8 per 
cent cases tubercles and granulomata were seen. 


In the past little attention had been paid to 
the occurrence of patchy necrosis of the liver in 
tuberculosis. In our study they were the most fre- 
quently observed lesions. In 76 per cent cases 
patchy necrosis of the liver was seen, and this com- 
pares favourably with the findings of Seife et al 
(loc. cit.). 

28 per cent incidence of fatty change in the 
liver in our series is slightly lower than the 4 
to 42 per cent incidence reported from amongst 
the fatal cases (Jones and Peck, 1944; Saphir, 
1929 ; Ullom, 1909). However, in Seife et al’s (loc. 
cit.) liver biopsy studies on cases of tuberculosis, 
20 per cent incidence of fatty change has been 
recorded. Tuberculosis has been labelled by some 
workers as one of the common causes of fatty 
change in the liver. Findings in the present study 
are not in favour of such a view. It is of interest 
to note that all cases with fatty change in the liver 
had a duration of illness more than 6 months, and 
were drawn from the poorer classes of society. 
Malnutrition might be one of the main factors 
responsible for these changes. 

In only 36°3 per cent cases the results of liver 
function tests and liver biopsy studies could be 
correlated. There was a large number of cases 
(41°2 per cent) in whom, although the liver 
was not enlarged, the liver function tests indicated 
damage. 78 per cent cases of tuberculosis of all 
types revealed liver damage as judged by liver 
function tests. No single test of liver function was 
found to show results parallel with histopathologi- 
cal changes in the liver (as iudged by liver biopsy 
study). Seife et al (loc. cit.) made similar observa- 
tions. 

It would be seen from this study that in 88°3 
per cent cases there was either a clinical or bio- 
chemical or histopathological evidence of liver in- 
volvement in tuberculosis. With such a high per- 
centage of cases of tuberculosis showing evidence 
of liver damage, it is rather proper that during 
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treatment of a case of tuberculosis, sufficient quan- 
tities of anti-fatty and anti-necrotic medicine may 
also be given, so that the liver damage could be 
checked and the convalescence shortened. 


SUMMARY 


48 per cent cases of tuberculosis had enlarged 
livers. 

Liver enlargement was three times 
common in females as compared to males. 

Incidence of. liver enlargement was more 
common when the abdomen was involved in a 
tuberculous process. 

78 per cent cases of tuberculosis revealed liver 
dysfunction as judged by various liver function 
tests. 

76 per cent cases, out of those in whom liver 
biopsy was done, revealed definite liver pathology. 
Tubercles and granulomata were, however, seen in 
only 12 per cent cases. Fatty change was present 
in 28 per cent cases. The commonest liver lesion 
was patchy necrosis which was seen in 76 per cent 
cases. 

In 63°7 per cent cases no correlation was found 
between the functional and structural changes in 
the liver. 

Cephalin cholesterol flocculation test was found 
to be the most sensitive indicator of liver dysfunc- 
tion in tuberculosis. 

88°3 per cent cases showed either clinical or 
biochemical or histopathological changes indicative 
of liver involvement in tuberculosis. 


more 
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PRACTITIONERS’ SERIES 


DIAGNOSIS OF RHEUMATIC FEVER 


M. N. BHATTACHARYYA, B.a., M.B., D.T.M., D.C.H., 
M.R.C.P., 


Department of Medicine, Assam Medical College, 
Dibrugarh. 


INTRODUCTION 


Rheumatic fever would lose all its significance, 
if it were shorn of its disastrous effect on the heart. 
Close to 100 per cent of the rheumatic fever cases, 
the heart is affected (Levine, 1952). Some of the 
effects are minor and evanescent but others are of 
serious import. Armstrong and Wheatley (1944) 
find that rheumatic fever with cardiac complication 
claims the highest number of deaths in the age 
group of 5-20 while it stands second only to tuber- 
culosis in the age period of 20-25. ‘The disease 
affects mainly children and adolescents. Early 
management of rheumatic fever cases greatly 
mitigates the cardiac damage and the patient be- 
comes assured of a useful life. This necessitates 
recognition of the disease at its inception. Un- 
fortunately, no clear-cut diagnostic criterion is 
available (Jones, 1944). The manifestations of the 
disease are protean in nature. ‘Though some 
workers believe in the infective or the maladapta- 
tion aetiology of rheumatic fever, most workers 
hold that the disease is a manifestation of hyper- 
sensitivity of the tissue. The allergic manifes- 
tations are dependent upon the action on the sensi- 
tised tissue of histamine-like substances liberated 
on the interaction of the offending allergen with 
the fixed antibodies on the tissue cells. 


DIAGNOSIS 


Phase 1 (Early)—Only about 2 per cent of the 
cases of the streptococcal sore-throat develop 
rheumatic fever (Editorial, Lancet, 1952) while 
about 40 per cent of the rheumatic patients get 
recurrences after such attacks. It does not warrant 
a diagnosis of the first phase of rheumatic fever in 
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all cases of streptococcal sore-throat, but such a 
tentative diagnosis in rheumatic people is justi- 
fiable since treatment at such a period minimises 
morbidity and mortality from the rheumatic heart 
disease. 

Phase 2—It lasts for about 2 weeks. It is a 
silent phase and there is no clinical manifestation. 
There may, however, be a raised E.S.R., an abnor- 
mal electrocardiogram, or some leucocytosis (Swift, 
1954). 

Phase 3 (Late)—This is the period of active 
rheumatic affection. Though occasionally the 
activity may be detected for many months or years, 
it disappears whether under treatment or not 
within a period of from 2 months to 10 months on 
an average (Masheel, 1953). Jones (1944) grouped 
the symptomatology of rheumatic fever under 
major and minor manifestations from the stand- 
point of the diagnosis of the disease. 


A. MAJOR MANIFESTATIONS : 


1. Carditis: The following are the signs of 
carditis : 

Pulse rate—It is disproportionately rapid both 
during sleep and waking hours. Schlesinger says 
that normally sleeping pulse rate is lower than the 
waking pulse rate by about 10 beats. 


Disturbance of conduction—Delayed conduc- 
tion of impulse from the auricle to the ventricle 
is common and can be demonstrated by electro- 
cardiogram. 


Enlargement of the heart—The apical impulse 
is invisible or nearly so. When it is visible and 
palpable, the impulse is diffuse and wave-like 
situated outside the normal position. Increased 
cardiac dullness may be demonstrated on per- 
cussion, but slight enlargement is best seen on 
radiographic examination. The first heart sound is 
short and muffled and the second is accentuated 
specially at the P.A. The third heart sound may 
be audible. 


Functional systolic murmur may be present. 

Mitral systolic murmur: The systolic murmur 
has sufficient duration and ‘‘last an appreciable 
interval into the systole’ (Levine, 1952) and thus 
differs from a split first sound. 

Mitral diastolic murmur: A soft apical diastolic 
murmur, in the absence of other signs of mitral 
stenosis, may occur early in rheumatic carditis and 
is the best evidence of carditis (Wood, 1953). This 
generally vanishes as rheumatic activities abate but 
occasionally may persist and develop into an esta- 
blished mitral stenosis murmur in course of time. 

Aortic diastolic murmur: An aortic diastolic 
murmur is occasionally heard in the aortic area 
and better still to the left of the sternum in the 
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third interspace. It disappears in 10 per cent of 
cases only (Wood, 1953). 

Heart failure—Heart failure is another definite 
sign of carditis. The symptomatology includes 
dyspnoea, enlarged heart, engorged jugular veins, 
and palpable liver occasionally with ascites and 
oedema. 


Pericarditis—Pericardial friction rub may be 
temporary or persistent having a to and fro charac- 
ter. Effusion may occur obliterating the cardiac 
impulse with the increase of cardiac dullness. 

Electrocardiogram—There are signs of various 
grades of auriculoventricular block—the com- 
monest being the prolongation of the P-R interval. 
There may be changes in the QRS complex, ST 
segment and in the T wave. 


2. Arthralgia: Rheumatic joints are warm, 
painful, swollen, flushed and tender, one joint 
being involved after the other—fleeting in 
character. The joints involved are generally the 
bigger ones. These characteristics are not always 
present—the joints may only be warm and painful; 
only one joint may be involved and the affection 
may stay there for weeks together, and instead of 
the big joints, the small joints may be involved 
specially in older people with associated wasting of 
the small muscles of the hand resembling the joints 
of rheumatoid arthritis (Wood, 1953). The joint 
pain responds to salicylates immediately, helping 
in the diagnosis. 


3. Chorea: Most cases of Sydenham’s chorea 
are either preceded by, associated with or followed 
by other signs of rheumatic affection. 


4. Subcutaneous nodules: These are small 
firm painless nodules appearing in crops in sub- 
cutaneous tissues and last for a week to several 
months. The overlying skin is free. They are best 
seen than felt. The common sites are bony pro- 
minences and the extensor tendons of the hands 
and feet. They rarely appear in the early stages 
of the disease and often are associated with signs 
of carditis. 

5. Recurrence: About 70 per cent of the 
rheumatic fever cases get recurrences within 10 
years (Jones, 1944). When doubtful symptomato- 
logy exists past history of definite rheumatic fever 
will help to clinch the diagnosis. 


B. MINOR MANIFESTATIONS : 


1. Fever—Fever may be of any grade ranging 
from low grade temperature often more at night 
to 104°F or so. Hyperpyrexia is not common. 

2. Abdominal pain—Abdominal pain may be a 
prominent factor which combined with temperature 
and leucocytosis may mislead to a diagnosis of some 
intra-abdominal catastrophe. 
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3. Praecordial pain—This may range from an 
ache to a sharp pain. 

4. Cutaneous lesions—Erythema marginatum is 
related to the rheumatic state aud is important 
diagnostically. Other cutaneous lesions which are 
not so important diagnostically are petechiae, 
urticarial rash, erythema multiforme and erythema 
nodosum. 

5. Epistaxis—Non-traumatic repeated episodes 
of spontaneous nose-bleeds may occur many years 
before an overt attack of rheumatic fever. ‘They 
may also occur during the attack or during con- 
valescence. 

6. Laboratory findings—During the active 
stage of the disease, anaemia of secondary type 
occurs which is resistant to specific haematinics 
but improvement occurs along with the subsidence 
of the disease. Neutrophilic leucocytosis occurs 
during the active stage but returns to normal 
during the subacute and chronic stages. E.S.R. is 
raised and a serial examination gives an idea about 
the progress of the disease. 

C-Reactive protein—During the period of rheu- 
matic activity an abnormal serum protein which 
can be precipitated by the somatic polysaccharide 
C substance of D. pneumoniae appears in blood. 
Occasionally, this protein may not appear even 
during rheumatic activity and may be present in 
other inflammatory conditions also. Hence the 
presence of this protein is not peculiar to rheu- 
matic fever alone. It is not reversed with deve- 
lopment of cardiac failure unlike E.S.R. It how- 
ever disappears during treatment with anti-rheu- 
matic agents only to reappear if the rheumatic 
activity is still present after the cessation of the 
treatment (Roberts, 1954). 

Recognition of smouldering rheumatic activity 
is not always easy. Importance should be attached 
to fever, high sleeping pulse rate, nodules, raised 
E.S.R., stationary or falling weight and anaemia 
for the assessment of rheumatic activity (Rendle- 
Short, 1954). 
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SPECIAL ARTICLE 


DIAGNOSIS AND TREATMENT OF 
MITRAL STENOSIS 


S. K. MUKERJI, (cat.), M.R.c.p. (LOND.), 
Professor of Medicine, 
M. G. M. Medical College, Indore. 


Owing to the possibility of surgical treatment 
the exact diagnosis of mitral stenosis has now be- 
come of fundamental importance. It is not enough 
merely to state that mitral stenosis is present in a 
given case. One must be able to assess correctly 
the severity of the disease and the degree of the 
incapacity caused by it. 

The diagnostic criteria—The most important 
single diagnostic criterion is the typical diastolic 
murmur with presystolic accentuation ending 
sharply in the first sound, heard over the apex. 
One can for practical purposes diagnose with 
reasonable confidence from the auscultatory find- 
ings alone the presence of mitral stenosis. ‘The 
character of the murmur, however, may not always 
be typical. The presystolic element may disappear 
with the onset of auricular fibrillation and only the 
diastolic rumble may be heard during the long 
pauses. Similarly the presystolic element may dis- 
appear with auricular failure associated with huge 
dilated left auricle apart from the presence of auri- 
cular fibrillation. Further the presence of a severe 
degree of pulmonary hypertension may consider- 
ably damp the murmur of mitral stenosis and may 
in some cases render it practically inaudible. The 
heart rate also alters the murmur. With a fast rate 
the murmur may appear as presystolic whereas 
with a slow rate the diastolic rumble diminuendo 
in character followed by the presystolic crescendo 
murmur is clearly audible. 

The murmur is sometimes localised over a 
small area and may be missed unless it is care- 
fully looked for. When the murmur is faint and 
one is not sure about its presence, examination of 
the patient after exercise (the patient may be 
asked to sit up on bed from lying-down position 
about ten times) and after turning the patient a 
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little over to the left side makes the murmur more 
clearly audible. 

First sound—The loud snapping first sound at 
the apex is another important diagnostic physical 
sign. In cases where the murmur is not distinct 
enough to be audible immediately when the 
stethoscope is put over the apex, this characteristic 
first sound at once draws one’s attention and leads 
to more careful examination and detection of the 
murmur. The snapping first sound is chiefly 
caused by the billowing of the cusps of the mitral 
valve deeply in the left ventricle right up to the 
moment when the chamber contracts. The valves 
as in normal persons, instead of being floated back 
nearly to the position of apposition just before the 
ventricular contraction, remain billowed down by 
the strong and prolonged jet of blood coming 
through the narrowed mitral orifice and close 
sharply at the onset of the ventricular contraction 
giving rise to the snapping first sound. The 
characteristic snapping first sound is best heard in 
cases of mitral stenosis with plastic diaphragmatic 
type of valves. In cases of mitral stenosis with 
rigid valves associated with significant mitral re- 
gurgitation the characteristic first sound may not 
be heard at all. Even in the presence of auricular 
fibrillation the snapping first sound persists if the 
valves are still plastic and there be no gross degree 
of associated mitral incompetence. This is better 
appreciated during auscultation of the stronger 
beats. 

The opening snap—It is a sharp high pitched 
sound clicking in character just following the 
second sound. It is best heard at a point between 
the apex and the left sternal border and sometimes 
a little higher up. It should not be confused with 
a split second sound which occurs earlier than the 
opening snap or with the third sound which is 
of lower pitch and occurs later than the opening 
snap. While it has long been recognised parti- 
cularly by the continental writers (‘‘Claquement 
d’ouverture’”’ of the French writers) renewed inte- 
rest has been taken on this important physical 
sign since the exact method of production of the 
sound was demonstrated by the phonocardiographic 
studies. The opening snap is usually present in 
properly developed mitral stenosis with a pliant dia- 
phragmatic type of valve. It is absent when there 
is an associated significant amount of mitral re- 
gurgitation. It is also absent in cases with heavy 
calcification of mitral valves. An extremely high 
pulmonary resistance sometimes obscures the snap. 

Pulmonary second sound—Normally the pul- 
monary second sound is composed of two elements, 
the first being the aortic and second being the pul- 
monary. ‘The splitting is best recognised during a 
rather deep inspiration. It is the pulmonary 


MITRAL STENOSIS—MUKER]I 


element of the second sound which is usually 
accentuated in mitral stenosis and the degree of 
accentuation usually varies directly with the degree 
of the pulmonary hypertension. 


Diastolic thrill—The presence of a diastolic 
thrill over the apex is a valuable confirmatory sign 
of established mitral stenosis. Sometimes it is felt 
through the diastolic period and at other times 
the thrill is only presystolic. Thrill however is 
not always present in cases of mitral stenosis and 
its absence does not exclude the presence of the 
disease. 

Radiological appearance—On fluoroscopy in 
established cases of mitral stenosis in the postero- 
anterior view, the mitralisation of heart at once 
attracts the attention of the observer. The aortic 
knuckle is inconspicuous and there is a straighten- 
ing or convexity of the middle arc of the cardiac 
contour due to the enlargement of the left atrium 
and increased prominence of the pulmonary artery 
and its left main branch. The most important 
radiological confirmatory evidence of the clinical 
diagnosis of mitral stenosis is the demonstration of 
the enlargement of the left auricle. This may be 
slight, moderate, or marked. Marked dilatation 
of the left auricle is usually found in cases with 
associated mitral incompetence. The clear retro- 
cardiac space on the right oblique view is en- 
croached upon and the barium-filled oesophagus 
is seen to be displaced posteriorly to a varying 
degree. On the postero-anterior view the barium- 
filled oesophagus is seen displaced to the right 
when the left auricle is moderately enlarged. Some- 
times however in early or mild cases of mitral 
stenosis the cardiac silhouette may appear to be 
within normal limits and the enlargement of the 
left auricle may not be definitely demonstrated. 
The examination of the lung fields may show 
varying amounts of pulmonary congestion. 


Flectrocardiographic examination—E.C.G. trac- 
ings may show ‘‘P mitrale’’ and evidence of vary- 
ing degree of right axis deviation. P mitrale is a 
widened P wave of normal or slightly increased 
voltage and is usually notched, bifid, or flat topped. 
E.C.G. changes may however be absent in mild 
cases of mitral stenosis and serial tracings taken 
over a period of time may gradually show the 
appearance of E.C.G. signs indicating gradual 
downhill progress of the patient. 


To summarise, the diagnosis of mitral stenosis 
primarily depends on the presence of the charac- 
teristic murmur and the snapping first sound at the 
apex. The presence of a diastolic apical thrill, the 
opening snap, the accentuation of the pulmonary 
element of the second sound are valuable confirma- 
tory evidences. Radiological examination and 
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E.C.G. may further help in establishing the 
diagnosis. 

Having diagnosed the presence of mitral stenosis 
the physician should try to assess the exact condi- 
tion of the patient and should ask himself the 
following questions, specially from the point of 
therapeutic approach to the disease. 

(a) What is the cause of the disease ? 

(b) What is the severity of the degree of the 
stenosis? Is calcification present in the valves? 

(c) Is it causing any symptoms? and if so, 
what is the degree of incapacity caused by the 
disease. Is the disease progressing ? 

(d) Is there any other valvular disease present 
along with mitral stenosis and if so, which is the 
preponderating lesion? 

(e) Is there any evidence of superposed active 
rheumatism ? 

(f) Is there any evidence of superposed bacterial 
endocarditis ? 

(g) Is there any evidence of pulmonary hyper- 
tension ? 

(h) Is there any evidence of congestive failure ? 

Cause—Except in rare cases like tumours and 
thrombi, the cause is almost always rheumatic. 
History of rheumatic manifestations may not, 
however, be always obtained. Congenital mitral 
stenosis also may rarely be present and its diagnosis 
is chiefly done by the history of its presence from 
infancy and exclusion of other causes. 

Degree of stenosis—It is not always easy to 
judge accurately the degree of stenosis. Severe 
grades of stenosis are usually associated with 
symptoms of the disease. These may manifest 
themselves predominantly by the pulmonary 
symptoms and signs or by evidence of pulmonary 
hypertension and congestive failure. A_ well 
developed murmur occupying the whole of diastole 
usually indicates a well developed stenosis. Simi- 
larly radiological evidence of well marked mitra- 
lisation and fairly marked enlargement of the 
left auricle and enlargement of the right 
chambers of the heart and evidence of pulmo- 
nary congestion indicate a fairly advanced 
disease. E.C.G. signs of P mitrale and right 
axis deviation or of right ventricular hypertrophy 
are found in moderately severe cases of mitral 
stenosis. Cardiac catheterisation is of definite 
value in judging the severity of the disease. 
Raised pressure in the right ventricle, pulmonary 
artery, and pulmonary capillaries (Pulmonary 
capillary wedge pressure—The catheter is passed 
peripherally in the lung fields as far as it will go 
and it is wedged there. The electromanometric 
tracing taken at this point should be of the venous 
form) and increased pulmonary resistance, lower 
cardiac output not increasing appreciably on 
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exercise, rapid rise of capillary pressure on exercise 
which does not come down to normal quickly 
on cessation of exercise and diminished oxygen 
saturation of arterial blood are all indicative of the 
severity of the disease. 

Symptoms and incapacity—It is very important 
to have a clear idea of how far the symptoms 
and incapacity are actually due to the mitral 
stenosis. The possible role of myocardial factor, 
of superposed cardiac neurosis, of other associated 
diseases, e.g., chronic lung disease, anaemia, etc. 
in the production of symptoms should always be 
taken into account. Careful attention to the history 
related by the patient and its correlation with the 
objective physical signs and radiological and 
E.C.G. findings and, if necessary, haemodynamic 
studies would enable one to have a fairly accurate 
idea of the actual state of affairs. Observation of 
the patient over a period of time with periodic 
check-ups are very valuable in assessing the exact 
condition of the patient. Gross calcification of the 
valves is demonstrable by fluoroscopy. 

Associated valvular diseases—Mitral incompe- 
tence should be looked for. Significant mitral in- 
competence is associated with a well developed 
systolic murmur radiating towards the axilla, 
enlargement of the left ventricle clinically and 
radiologically, disappearance of the opening snap, 
alteration of the first sound and a left axis 
deviation. Well-defined expansion of the left 
auricle during ventricular systole (specially in the 
anteroposterior view) is a valuable confirmatory 
radiological sign of significant mitral regurgita- 
tion. Superposed aortic regurgitation may some- 
times cause difficulty in the diagnosis as the peri- 
pheral vascular signs of the aortic incompetence 
may be damped to a varying extent by the presence 
of mitral stenosis. Difficulty may also arise when 
only a diastolic murmur is heard over the pul- 
monary area in deciding whether the murmur is of 
relative pulmonary incompetence (Graham Steell 
murmur) or is due to associated aortic incom- 
petence. Clinical and radiological signs of left 
ventricular enlargement and some increase of 
pulse pressure would be of definite value (if mitral 
regurgitation has been already excluded) in the 
diagnosis of aortic incompetence while clinical 
and radiological evidence of enlargement of pul- 
monary artery and right ventricle would be 
suggestive of relative pulmonary incompetence. 
Rarely one has to examine the patient after 
valvotomy to have the correct answer. Post- 
operative disappearance of the murmur is indica- 
tive of the Graham Steell murmur. Aortic stenosis 
may be associated with mitral stenosis and some- 
times it may be difficult to decide on purely 
clinical grounds which is the preponderating 
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lesion. Complicated haemodynamic studies in- 
volving measurement of pressure gradient across 
the respective valves may then be necessary to 
have correct answer to the problem. Associted 
tricuspid stenosis may also damp the physical signs 
of mitral stenosis. On careful auscultation a 
separate murmur resembling that found in mitral 
stenosis may be heard much more medially near 
the left lateral margin of the sternum. The mur- 
mur is louder on inspiration. There is no evi- 
dence of right ventricular hypertrophy in these 
cases clinically or electrocardiographically. Pul- 
monary second sound is also not accentuated. 
The neck veins are full with prominent ‘‘a’’ waves 
and liver is enlarged and firm without any sub- 
jective symptoms of congestive failure. The most 
certain way of proving the existence of tricuspid 
stenosis is to demonstrate a significant diastolic 
pressure gradient across the tricuspid valve. 


Superposed active rheumatic infection—Joint 
pains, irregular pyrexia, which may be only slight 
and presence of anaemia without any apparent 
cause are suggestive. Enlargement of the heart, 
tachycardia, appearance of pericardial rub, sudden 
appearance of heart block, change in the character 
of the murmur or appearance of fresh murmurs 
and increased QT interval (corrected) and in- 
creased sedimentation rate of R.B.C. are of value 
in establishing the diagnosis. 

Bacterial endocarditis—Slight irregular pyrexia, 
anaemia, clubbing of fingers, palpable spleen, 
petechiae (specially looked for in the conjunctivae 
and inside the mouth with a torch) possible 
embolic signs, microscopic haematuria are sugges- 
tive of the diagnosis of subacute bacterial endo- 
carditis. Repeated blood culture may be necessary 
to definitely establish the diagnosis. 


Pulmonary hypertension—Heaving thrust over 
the right ventricle, palpable pulmonary artery 
pulsation, accentuated pulmonary element of the 
second sound are indicative of high pulmonary 
resistance. The presystolic murmur of mitral 
stenosis is considerably damped down. The open- 
ing snap may not be audible in these cases. 
Symptoms and signs of congestive failure are 
common but paroxysmal cardiac dyspnoea and 
pulmonary oedema usually do not occur in these 
cases. E.C.G. shows definite evidence of right 
ventricular hypertrophy and P pulmonale may be 
present. X-ray shows a small aortic knuckle and 
considerable dilatation of pulmonary artery and 
marked enlargement of the right side of the heart. 
Dilatation of the left auricle is only moderate. 
Pulmonary vascular congestion may be absent. 
Catheterisation shows high rise of pressure in the 
pulmonary artery and in the right ventricle. The 
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cardiac output tends to be low and fixed. Though 
in many cases after successful valvotomy the 
hypertension may be expected to be gradually re- 
duced, sometimes when irreversible changes have 
taken place in cne pulmonary vascular tree, this 
does not occur and the patient may not be 
materially benefited by the operation. 

Congestive failure—Subjective symptoms of 
fatigue, shortness of breath on exertion, engorged 
neck veins, enlarged tender liver, dependent 
oedema, tachycardia are suggestive of the diag- 
nosis. Catheter studies show a rise of diastolic 
pressure in the right ventricle and increase of 
pressure in the right auricle and increased venous 
pressure. 


‘TREATMENT 


Asymptomatic and uncomplicated casés of 
mitral stenosis need no treatment. They should 
be allowed to lead normal lives. They may, how- 
ever, be advised not to play strenuous games, e.g., 
hockey, football, competitive tennis etc. and to 
avoid anything which makes them feel unduly 
breathless or fatigued. Infective processes in a 
case of mitral stenosis should be immediately 
treated with suitable antibiotics. Removal of teeth, 
tonsils, management of puerperium should be done 
always under antibiotic cover. Cardiac failure if 
present should be treated in the usual manner with 
rest, adequate doses of digitalis, salt restriction and, 
if necessary, with mercurial diuretics. A main- 
tenance dose of digitalis will be necessary in some 
cases for a long time. The activities of these 
patients will have to be limited depending on their 
cardiac reserve. Attacks of cardiac asthma should 
be treated with injection of morphina gr. % hypo- 
dermically. Activities of these patients should be 
limited. When attacks are frequent slowly intra- 
venous aminophylline injection (10 per cent 10 c.c.) 
at bed time or a pill orally at bed time often 
prevents nocturnal attacks. Associated cardiac 
failure will have to be treated in the usual way. 


Possibility of surgical treatment should be 
seriously considered in these cases. Attacks. of 
pulmonary oedema should be treated immediately. 
The patient should be propped up in sitting posi- 
tion and tourniquets should be applied serially 
over three limbs at a time leaving the fourth limb 
free for periods of a few minutes each time. 
Morphine gr. 4% I.M. should be given at once and 
oxygen, if available, should be given by nasal 
catheter 6 to 8 litres a minute. If no relief amino- 
phylline I.V. (10 per cent 10 c.c.) may be given 
and if necessary blood letting (about 15 ounces) 
should be done. If the patient was not having 
digitalis before, digitalis 0°8 mg. or strophanthin 
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0°5 mg. may be given intravenously. A case with 
history of pulmonary oedema should be seriously 
considered for surgery. Haemoptysis does not need 
any special treatment. The patient should be 
assured. The auricular fibrillation is treated with 
digitalisation. In suitable cases after preliminary 
digitalisation quinidine should be tried to cure the 
abnormal rhythm. 

Surgical treatment—Commissurotomy the 
operation of choice. ‘The surgeon introduces a 
finger through the auricular route, examines the 
mitral orifice and then splits the valves along the 
commissures by his finger. Rarely a guarded 
knife attached to the curve of the finger is used to 
cut the valve along the line of the commissures. 
Properly done the mitral obstruction is relieved 
without causing any significant mitral incom- 
petence. It is said that the adherent valves 
function better after commisurotomy and thus 
prevent mitral incompetence. In properly selected 
cases the results are very satisfactory. Mortality 
rate is less than 6 per cent in many clinics. 

One must be sure that severe mitral stenosis is 
present and that the mitral obstruction is mechani- 
cally causing sufficient incapacity of the patient to 
justify an operative procedure which though fairly 
safe still involves some risk. Cases with gradually 
increasing incapacity without any other cause, 
inspite of adequate medical care and _ specially 
cases with recurring cardiac asthma or pulmonary 
oedema, haemoptysis, should be recommended for 
operation provided no contraindication for the 
operation is present. In addition to the clinical 
picture, E.C.G., radiology, and haemodynamic 
studies help considerably in assessing the exact 
condition of the patient and thus in deciding 
whether operation should be recommended. 

Contraindications, briefly stated, are: 

(a) Age. Below 20 years of age the operation 
should not be ordinarily recommended unless it be 
absolutely necessary, for fear of activating rheu- 
matic disease. Similarly persons of advanced years 
(over 50 years of age) should not be ordinarily 
recommended for operation as operative risks are 
much higher in these cases. 

(b) Presence of superposed rheumatic activity 
or subacute bacterial endocarditis. 

(c) Presence of associated significant or pre- 
dominant mitral incompetence. 

(d) Grossly calcified mitral valves. These are 
usually associated with significant mitral incom- 
petence. Apart from the operative difficulties, the 
incompetence may be increased after commis- 
surotomy. 

(e) Clinical, radiological and E.C.G. evidence 
of appreciable enlargement of left ventricle. This 
usually indicates either associated significant mitral 
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incompetence or associated aortic disease or asso- 
ciated myocardial damage. 

(f) Associated aortic disease, e.g., aortic incom- 
petence or aortic stenosis. Recently however both 
aortic stenosis and mitral stenosis have been 
corrected at the same sitting with success in care- 
fully selected cases. Associated gross tricuspid 
stenosis is also a contraindication. 

(g) Congestive failure. If the condition cannot 
be relieved by medical means it is unlikely that 
mitral valvotomy would relieve the patient. 
Further these patients are bad surgical risks. 

(g) Presence of giant left auricle. Giant left 
auricle is usually associated with significant mitral 
regurgitation. Cases with giant left auricle are 
unlikely to improve with operation. 

(h) Severe degree of pulmonary hypertension. 
While moderate rise of pressure in the right ven- 
tricle and the pulmonary artery are indications for 
operation, cases with extreme degree of pulmonary 
hypertension with marked enlargement of right 
ventricle aid congestive failure are unlikely to be 
benefited by the operation as irreversible changes 
are not uncommonly present in these cases in the 
pulmonary vascular bed. 

(j) Poor general condition of the patient, 
chronic lung disease, chronic kidney disease are 
contraindications for the operation. 

In a given case, before advising surgical treat- 
ment, facilities for surgical treatment as well as 
indications and contraindications for the operation 
should be carefully considered. 


CASE NOTES 


MICROCEPHALY WITH INTERATRIAL 
SEPTAL DEFECT AND AZYGOS 
LOBE OF THE LUNG 


M. S. NILAKANTA RAO, B.sc., M.B.B.s., 
AND 
(Mrs.) RATHNA V. K. ALWA, m.B.B.s., 


Department of Pathology, 
Kasturba Medical College, Mangalore. 


Microcephaly is not an unknown condition. It forms 
about 5 per cent of all mental defects under 10 years of 
age and 0:5 per cent of mental defects for all ages. 
Microcephaly is often associated with other congenital 
malformations but the combination of microcephaly with 
interatrial septal defect and azygos lobe being rare we 
feel justified in reporting a case. 


Case REPORT 


Perumal, H. M., was admitted into the hospital 
on 16-8-55 for diarrhoea and malnutrition. The 
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patient appeared to be 15 years old, although he 
was actually 26. His cranium which measured 
only 14%” in circumference was not propor- 
tionate with his full developed face (Fig. 1, vide 
Plate). He was unable to talk anything more 
than the word ‘Amma’. His mental faculty and 
his power of understanding being poor he was 
very non-co-operative during the examination. 

No relevant information could be obtained 
either from his family or past history. He was 
the only issue of apparently healthy parents and 
his birth was normal. His head was conspicuously 
smaller while an infant. As he grew up most 
of the milestones were passed through in more or 
less normal time. But his power of speech did 
not develop at all, although his hearing seemed 
unimpaired. His existence was more vegetative 
than animate. He neither had _ breathlessness 
nor convulsions at any time. 


On examination he was found to have oedema 
with severe anaemia. He had a prolapsed rectum. 
Heart sounds were feeble but normal. There was 
a loud haemic murmur. The pulse rate was 100 
per minute with a low volume and poor tension. 
The respiratory system did not show any abnor- 
mality. The liver and the spleen were not pal- 
pable. The central nervous system could not be 
examined thoroughly due to lack of co-operation 
from the patient. The superficial and deep re- 
flexes were normal. 

Inspite of hospitalisation his general condition 
deteriorated and the patient died on 24-8-1955. An 
autopsy was performed. 

Autopsy findings—The forehead was narrow 
and was receding sharply backwards. There was 
no growth of hair either on the face or in the 
pubic region. The external genitalia appeared 
normal, The heart was small and globular weigh- 
ing only 5 ounces. The right auricle was dilated. 
The endocardium was smooth and glistening. 
There was a big oval interatrial septal defect of 
about 2°5 cm. by 3'5 cm. in size and below this 
there was another small circular opening in the 
septum (Fig. 2, vide Plate). Both the lungs 
showed congestion. The right lung had a tongue- 
shaped fourth lobe—the azygos lobe (Figs. 3A and 
B, vide Plate). 

The liver weighed 23 ounces, was pale yellow 
in colour and the surface was finely granular; 
suggestive of fatty liver with early fibrosis. The 
microscopic picture showed well marked fatty in- 
filtration and early fibrosis. 

The kidneys showed evidence of faint foetal 
lobulations on the surface. The testes were small 
and atrophied. Microscopically tubules were not 
fully developed. There was no evidence of sper- 
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matogenesis. The pituitary gland, the thyroid and 
the suprarenals appeared normal. 


The skull was cone-shaped and small and the 
sutures were completely obliterated. The squama 
of the frontal bone was receding backwards. The 
brain weighed only 10 ounces (against 40 ounces 
in a normal individual of the same age). The 
temporal lobe was ill developed, hence the superior 
and the inferior temporal sulci were rudimentary. 
Consequently the superior, middle and inferior 
temporal gyri were ill developed. The posterior 
ramus of the lateral sulcus was prominent but 
the anterior and horizontal rami were absent. 
Pars triangularis and pars posterioris were indis- 
tinct. The occipital lobe was also not developed 
fully (Fig. 4, vide Plate). 


DISCUSSION 


In microcephaly, the sutures of the cranium get fused 
very early and the skull remains small, The develop- 
ment of the brain is very poor and is associated with 
retarded mental development. The facial development 
proceeds at a normal rate and the contrast between the 
ill-developed head and the well-developed face is very 
striking. To the agenesia or hypoplasia of the brain, 
the underdevelopment of the higher intellectual func- 
tions, the delayed or retarded responses to extroceptive 
impulses, aphasia etc. could all be attributed. It is 
very difficult to say which of the various centres had 
suffered to a greater degree. The reflexes caused by 
the proprioceptive impulses were intact because of the 
arc being complete. 

Microcephaly is often associated with other congeni- 
tal malformations and in this case there was an asso- 
ciated interatrial septal defect. Interatrial septal defect 
of the heart forms | per cent of all heart cases. In this 
case there has been a complete loss of development of 
septum secundum, thus leaving a big opening patent. 
The ostium primum is also persistent. Inspite of this 
gross malformation, the patient did not show any 
symptoms’ pertaining to the heart. This was because 
the pressure in the left side of the heart was higher than 
in the right, so much so there was flow of left auricular 
blood, i.e., oxygenated blood into the right auricle, 
hence no cyanosis was present. But the right auricle 
was dilated due to the extra volume of blood flowing 
into it. If the condition had continued it might have 
produced hypertrophy of the right ventricle and even 
dilatation of the pulmonary artery. 

Another abnormality was ‘the lobe of the azygos 
vein’ or the azygos lobe as it is commonly known. It 
is more of a developmental abnormality rather than a 
defect. The azygos lobe in this case was of type ‘C’ 
(Stibbe, 1919). 

Another interesting and important finding in the 
postmortem was the presence of fatty liver showing 
early fibrous formation. The liver showed well marked 
fatty infiltration and many of the polygonal cells were 
replaced by fat cysts and there was an associated round 
cell infiltration especially around the portal tracts and 
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there was also early fibrosis. Evidently, the condition 
was brought about by malnutrition, producing first a 
fatty infiltration resulting in @isorganisation and des- 
truction of the cells followed by inflammatory cell in- 
filtration and finaily fibrosis. This condition would 
have developed into cirrhosis of the liver, had the 
patient lived long enough (Veliath et al, 1955). 


SUMMARY 


A case of microcephaly associated with congenital 
malformation, namely, interatrial septal defect and the 
presence of the azygos lobe of the lung is reported. 

The autopsy revealed also a fatty liver with early 
fibrosis. 
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Primary endothelioma or mesothelioma of the s:rous 
membrane is a very rare condition. Pathological misdiag- 
nosis of primary mesotheliomas have frequently been 
made in cases of secondary tumours from unrecognised 
primary growths elsewhere, Some observers maintain that 
no primary tumour of pleural or peritoneal endothelium 
has ever been demonstrated and that all these are metasta- 
tic carcinoma. In a review of supposedly primary neo- 
plasms of serous membranes, Willis (1934) concluded that 
most of these tumours were serosal tumours secondary to 
undiscovered tumours, usually in the neighbouring 
organs, 

The pleural endothelioma first appears as flat or 
nodular outgrowths over either visceral or perietal layers 
of the pleura. These nodules fuse and spread widely 
so that the layers of the pleura become thickened and 
are converted into a diffuse, firm, opaque mass covering 
the entire lung. The thickening may at times become 
very pronounced. A pleural effusion commonly accom- 
panies the growth, at first serosanguinous and later 
haemorrhagic in character. Invasion of the lung may 
be entirely absent. Metastases appear in bronchial, me- 
diastinal, axillary and cervical lymph nodes, and later in 
the liver and spleen, 


J. INDIAN M. A., VOL. 26, NO. 9 


CASE REPORT 


B. D., a 22 year old male, was admitted on 
27-12-54 with the complaints of low grade fever 
and pain in the left lower part of the chest for 
3 months. The fever was remittent in type. The 
pain was continuous and increased on coughing. 
About a month after the onset of the illness, he 
noticed a gradually increasing swelling on the left 
lower part of the chest. 

On examination the left side of the chest 
was swollen. The swelling was hemispherical in 
shape and extended from the 6th to the 9th rib on 
the midaxillary line. It was hard in consistency 
and was not tender. The overlying skin was free 
and the veins were prominent over it. 

The trachea was deviated to the right. The 
movement of the chest wall was restricted and the 
vocal fremitus was diminished. Percussion note 
was dull. Breath sounds were bronchial in 
character. 

The right eye showed proptosis and congestion 
of the conjunctiva. There was a swelling on the 
right temporal region. 

The apex beat was not palpable. The right 
border of the heart was 1” lateral to the right border 
of the sternum. Pulse—122/min. ; B.P.—134/90 
mm. of Hg. 

The liver enlarged 2” below the costal margin 
and the spleen enlarged upto the umbilicus were 
firm in consistency. 

Laboratory findings—Blood : Hb.—65 per cent 
(Hellige) (94g.) R.B.C.—3°7 million/c.mm., 
W.B.C.—8900/c.mm. with polymorphs 68 per 
cent, lymphocytes 19 per cent, eosinophils 6 per 
cent and monocytes 7 per cent. 

The E.S.R. was 48 mm. at the end of the Ist 
hour (Westergren). Kahn and W.R.—negative. 
The C.F.T. for K.A. was negative. 

Serum protein was 6°5 g. per cent with serum 
albumin—4'0 g. per cent and serum globulin— 
2°5 g. per cent. 

Examination of stools revealed hookworm ova. 

Urine showed no abnormality. 

_ Pleural fluid—Serosanguinous, protein—40 g./ 
litre, R.B.C. present (plenty), pus cells present, 
(scanty), epithelial cells present (scanty), A.F.B. 
—nil, culture—sterile. 

Skiagram of the chest—Left hemithorax was 
opaque, suggesting massive pleural effusion with 
displacement of the mediastinum to the right. 

Progress—The patient complained of gradual 
dimness of vision in the right eye. This was found 
to be due to exposure keratitis. 

The patient died on 21-1-55. 

Autopsy findings—At autopsy, the left pleural 
cavity was found to contain four pints of 
fluid, haemorrhagic in character. The parietal 
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Fig. 1—Showing that the cranium is small compared Fig. 2—The heart showing the foramen 
to the face which is well developed. ovale (a) and the persistent ostium 
primum (b). 


Fig. 3A—Showing the azygos lobe (c)— Fig. 3B—Showing the azygos lobe 
lateral aspect. medial aspect. 


Fig. 4—Showing generalised undeveloped brain. 


RAO AND ALWA—Microcephaly with Interatrial Septal Defect and Azygos Lobe of the Lung (pp. 350-52) as 
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pleura was studded with numerous greyish white 
nodules of varying size, causing enormous thicken- 
ing of the pleura which was converted into a 
diffuse, firm, opaque mass covering the entire sur- 
face of the lung (Fig. 1, vide Plate). The growth 
involved the chest wall infiltrating the soft tissues 
and the ribs, and extended on to the dome of the 
diaphragm. ‘The skin was free. The maximum 
thickening of the pleura was in the lower part of 
the chest wall. The visceral pleura showed a few 
similar nodules near the apex of the lung. The 
right pleural cavity was free without any fluid in 
the cavity. The left lung was in a collapsed con- 
dition. On section, no growth was visible in the 
bronchi, bronchioles or in the periphery of the 
lung. The right lung was congested. Mediastinal 
lymph glands were not enlarged. 

The peritoneal cavity contained about 2 ounces 
of straw-coloured fluid. The liver was enlarged 
(wt.—3 lb. 8 oz.). It cut with a gritty feeling. 
The spleen was enlarged (wt.—1 Ib. 2 oz.). The 
cut surface was chocolate brown in colour. 

Other viscera showed no gross pathological 
change. 


There were large growths on the vault of the 
skull in the right parietal (Fig. 2, vide Plate) and 
temporal regions, and also one in the right wing 
of the sphenoid. On the inner surface of the skull, 
there were multiple small nodular growths causing 
slight erosion of the bones. The brain and 
meninges were normal. 

The bodies of the vertebrae from 2nd thoracic 
to 12th thoracic showed greyish, soft areas of in- 
filtration of variable size. 

Sections were stained by haematoxylin and 
eosin method for histopathological examination. 

The growth in the pleura showed that the 
tumour consisted of polyhedral cells of moderate 
size, with hyperchromatic nuclei and faint nucleoli. 
In places they were arranged in rows, while in 
others they formed glandular patterns separated 
by bands of collagen fibres to which they were 
intimately adherent (Fig. 3, vide Plate). 

The growths in the skull (Fig. 4, vide Plate) 
and in the ribs (Figs. 5, vide Plate) showed similar 
histological pictures. 


Section from the vertebra showed a structure 
resembling the growth in the pleura with areas of 
destruction of the bony tissue (Fig. 6, vide Plate). 
The mediastinal lymph nodes, the bronchi and 
bronchioles showed no gross pathological change. 

A skiagram of the skull from the post-mortem 
specimen was taken which showed irregular areas 
of bone destruction. Fine bony spicules were seen 
to project from the surface of the skull into the 
substance of the swelling in the right parietal bone. 


Postmortem diagnosis was mesothelioma of the 

pleura with metastases in the skull and vertebrae. 
\ 
DISCUSSION 

Primary mesothelioma is a rare tumour but metastasis 
is often seen. Primarily the tumour arises from the 
mesothelial cells in the pleura, pericerdium, peritoneum 
or other endothelial cells lining the cavities of the body. 
The condition remains localised and spread occurs locally 
and via the lymphatics of the contiguous regions. In 
the case under review, the spread was extensive chiefly 
in the perietal pleura and chest wall of the left side in- 
cluding the ribs. The dome of the diaphragm on the 
left side of the chest showed similar involvement by 
local spread of the tumour. The visceral pleura showed 
infiltration but to a limited extent. There was massive 
pleural effusion, haemorrhagic in character leading to 
partial collapse of the lung of the left side. The 
mediastinal glands, however, did not show any gross 
pathological change. The dorsal vertebrae showed 
secondary deposits, which appear to be due to direct 
extension from the growth in the parietal pleura. 

The peculiar feature in this case is the metastasis 
the cranial bones which affected the right parietal and 
right temporal bones externally with small multiple 
metastatic nodules on the inner surface in the corres- 
ponding regions. Similar small nodules were also pre- 
sent on the inner surface of the frontal, left parietal, left 
temporal and occipital bones. These growths caused 
erosion of the inner plate of the bones. Metastasis was 
found in the base of the skull also, in the region of the 
right wing of the sphenoid, involving the orbit and re- 
sulting in proptosis of the eyeball. The involvement of 
the cranial bones appears to be by the haematogenous 
route, spread taking place via the vertebral system of 
veins. 

The areas of bone destruction in the skiagram of the 
skull correspond to the areas where the inner plate of 
the bones has been eroded by the tumours. The fine 
spicule of bone projecting from the skull surface into 
the substance of the growth on the parietal bone can be 
explained by the periosteal reaction. 

The mediastinal lymph nodes were not affected in 
this case as was found by other workers. The enlarge- 
ment of the spleen and liver could be explained from the 
point of chronic malaria as characterised by the presence 
of haemozoin pigment and other evidences of malaria. 


SUMMARY 


A case of primary mesothelioma of the pleura with 
its autopsy findings is reported. Its peculiar feature is 
the metastases in the cranial bones and vertebrae. 
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NEEDLE BIOPSY OF THE LIVER 


In the diagnosis of hepatic disease, the clinician 
wants to learn more the anatomic nature of the 
lesion and the extent to which it has progressed, 
rather than just the evidence for the presence of 
damage. Careful clinical observation and the 
numerous tests of liver function have only proved 
useful in indicating the presence of a diseased 
liver. The nature of the disease process may still 
be in doubt. It has been shown that morphological 
alterations in the liver have only a limited correla- 
tion with functional deviations. Examination of 
liver tissue obtained by needle biopsy may there- 
fore be invaluable. 


The first recorded liver puncture is that men- 
tioned by Dupuytren in 1833 in connection with 
the treatment of a hydatid cyst of the liver. 
However, it is only recently that biopsy has come 
into general use. Iverson and Roholm’ published 
their findings of a series of 160 aspiration biopsies. 
Tripoli and Fader? first described the use of Vim- 
Silverman needle through the anterior subcostal 
route. Dible et al® reported on 126 liver biopsies 
using a 2 mm. bore canula and the intercostal 
route. Sherlock* in reviewing her 264 liver biopsies 
suggested the use of a 15 mm. long and 1 mm. 
bore canula and the intercostal approach. Hoff- 
bauer et al°® reported 70 cases studied with needle 
biopsy and using subcostal route. In 20 cases they 
used peritoneoscopy in needle biopsy using a 18 
mm, needle. 


Series of reports have been published in this 
country’ '® As a result of these studies 


‘Iverson, P. anpD ROHOLM, K.—Acta med. scandinav., 
102: 1, 1939. 

? TRIPOLI, C. J. AND FADER, D. E.—Am., J. Clin. *Path., 
11: 516, 1941. 

* DIBLE, J. H., MCMICHAEL, J. AND SHERLOCK, S. P. V.— 
Lancet, 2: 402, 1943. 

“SHERLOCK, S.—-Lancet, 2: 397, 1945. 

* HOFFBAUVER, P., W., Evans, G. T. anp Watson, C. J.— 
M. Clin. North America, 29: 363, 1945. 

* WaAHI, P. N.—Indian M. Gaz., 81: 130, 1946. 

’ WAHI, P. N. AND CHAKRAVARTI, M. G.—Ibid, 81: 454, 
1946. 

* Wan, P. N. anD MATHUR, K. S.—Ibid, 82: 715, 1947. 


the difficulties in the interpretation of liver func- 
tion tests in the light of histological findings have 
been clearly brought out. It can be safely con- 
cluded that the cause of liver damage in most cases 
can be established by biopsy studies alone. 


Vim-Silverman needle has been employed for 
the study of most hepatic disorders, while in some 
cases Iverson and Roholm’s needle has been em- 
ployed with an equal amount of success. Arrange- 
ments for immediate blood transfusion should be 
available in cases of complicating haemorrhage. 
As a routine, prothrombin concentration before 
and after an injection of vitamin K should be 
determined. In case the concentration of pro- 
thrombin is below 70 per cent, 5 mg. of vitamin K 
is given intramuscularly. In case it is 60 per cent, 
2 such injections are given and in cases with 50 
per cent concentration, 3 such are given on each 
day preceding puncture. Cases with below 50 per 
cent concentration are not considered safe. All 
jaundiced cases should be given vitamin K as a 
routine. The platelet count should exceed 100,000 
per c.mm. All heart failure cases should be fully 
digitalised before attempting biopsy. 


A mild sedative like sodium amytal is given 
about half an hour before biopsy. Some advocate 
injection of morphine. In view of the fact that the 
patient’s co-operation is essential, strong narcosis 
may not be advisable. Local anaesthesia with 
novocaine if carefully given is enough to make 
the procedure painless. 


Both subcostal and intercostal routes have 
been used depending upon the size of the liver. 
In all cases of enlarged and easily palpable livers 
the anterior route is advisable. In case the liver 
is not enlarged and easily palpable, the intercostal 
route is adopted for puncture. If the liver is 
definitely small, biopsy is not safe as it is likely 
that the gallbladder or the vascular structures at the 
hilum may be punctured. 


After-care of the patient is essential. If mor- 
phine has not been already given, it is injected 
after the puncture (%—¥% gr. subcutaneously). 
The pulse is charted hourly for first 24 hours and 
the blood pressure checked. A rise of pulse may 
give the first indication of haemorrhage. If any 


* WaHI, P. N.—Ibid, 84: 302, 1949. 
*° WAHI, P. N. anp TANDON, H. D.—Uttar Bharati, 1: 2, 


1954. 
WaHI, P. N. anp TANDON, H. D.—J. Indian M. A,, 
25: 13, 1955. 
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sign of haemorrhage is present, blood transfusion 
should be given. {he patient may experience mild 
pain in the right hypochondrium or the right 
shoulder. Patient can be up and about after 24 
hours and can leave the hospital after 48 hours. 


The chief difficulty is the failure to obtain a 
piece of tissue sufficient for histologic examination. 
The present figure is about 2 per cent. In pre- 
vious reported series, Iverson and Roholm’ had 
10 to 15 per cent failures. Hoffbauer et al’ had 
30 per cent failures using Tripoli and Fader’s® 
technique. Sherlock* reported 10 per cent failure 
in her first series of 126 biopsies and only 2 per 
cent in the next 129. Wahi*® did not report a 
single failure to obtain liver tissue enough for 
histologic examination. Presence of ascites making 
the liver ballotable is the main cause of unsuccess- 
ful attempts. Paracentesis abdominis should be 
performed in such cases before liver biopsy is 
undertaken by the intercostal route. Patient should 
lie well over on the right side, thus bringing the 
liver to the chest wall. 


The chief drawback in the wider application 
of this technique has been the consideration of 
the reliability of the procedure as affording a 
representative sample of the whole liver. In most 
diseases of the liver, pathological changes are 
diffuse and biopsy tissue taken at random can be 
relied to reveal the pathological conditions. 
Gillman and Gillman” have reported their findings 
in a series of liver biopsies compared with sections 
of tissue taken deep within the hepatic substance 
immediately after death and at post-mortem 
examination. 


Now that the liver biopsy has come to acquire 
the status of a safe and reliable procedure, of what 
specific valug is it in the diagnosis and therapeusis 
of liver diseases? The dubious nature of the inter- 
pretation regarding the status of the liver given 
by liver function tests, cannot be overemphasised. 
Liver biopsy is the most important tool in the 
diagnostic armamentarium of liver disease—as this 
is the only means of arriving at a specific lesion 
diagnosis. The actual status of the parenchymal 
cells, degree of inflammatory reaction, fatty meta- 
morphosis and fibrosis can be accurately deter- 
mined. only by the study of microscopic material 
freshly obtained. 


A liver biopsy may discover many conditions 
that are unsuspected from the clinical course. 
Quite often, the diagnosis of sarcoidosis, lymphoma, 


GILLMAN, T. aND GILLMAN, J.—S. African J. M. Sc., 
10: 53, 1945. 
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secondary carcinoma and miliary tuberculosis is 
made only by liver biopsy, when it was not 
suspected clinically. Another very useful applica- 
tion is the differentiation of hepatomegaly result- 
ing from neoplastic involvement, as compared to 
inflammatory and degenerative diseases. This is 
particularly important in view of the fact that a 
post-necrotic scarring may itself produce a hard 
liver which may clinically simulate carcinoma. 
However, one should not be misled into a false 
sense of complacency, as a negative biopsy would 
not necessarily exclude malignancy. 


For a rational approach to the treatment, parti- 
cularly regarding the use of lipotropes, it is essen- 
tial to have the correct information as to the pre- 
sence and extent of fatty changes in the liver to 
call for such a measure. Lipotropic agents are 
perhaps the most misused drugs in the therapy of 
liver disease. It has been convincingly proved by 
several controlled studies that they are of no use 
in infectious hepatitis ; and even in the presence 
of fatty change, they can function only upto a 
stage upto which the fat is intracellular. It is 
pointless subjecting a patient to lipotropic therapy 
if the liver has already undergone distortion by 
advanced fibrosis, as once the short-circuiting 
channels between the portal and hepatic venous 
systems are established, a vicious circle is formed 
and nothing can check the progress of further 
fibrosis. The detection of continuing cellular 
necrosis and inflammatory changes in the liver in 
a case of chronic hepatitis would indicate a conti- 
nuance of bed rest. 


Apart from indicating the type of therapy, 
serial liver biopsies serve as a means of evaluating 
various therapeutic regimens for the treatment of 
diffuse hepatic disorders. 


Needle biopsy as a diagnostic technic in the 
investigative procedures of liver diseases is becom- 
ing more and more popular in this country. A 
number of serial studies and case reports based on 
examination of liver samples obtained by biopsy 
have appeared in Indian journals. The recent and 
an exhaustive study is the one published by the 
Indian Council of Medical Research on Infantile 
Cirrhosis’*. Elsewhere in this issue will be found 
an account of the study of liver pathology with 
the help of material obtained by needle biopsy 
in tuberculous patients'* during their life time. 


* Liver Diseases Sub-Committee of the I.C.M.R.—Indian 
J. M. Research, 43: 723, 1955. 


** ARORA, M. M., ALI, AKBAR, D’Souza, A. J. AND PAWAR, 
K. N.—J. Indian M. A., 26: 341, 1956. 
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Pulmonary Stenosis and Ventricular Septal Defect 


CALLAHAN AND OTHERS (Circulation, 12: 994, 1955) 
from a clinical and haemodynamical study of 11 cases 
of pulmonary stenosis and ventricular septal defect with 
left to right shunt observe : 

Four of these patients also had interatrial com- 
munications and three of these had bidirectional shunts. 

The clinical diagnosis depends primarily on the 
diagnostician being aware of the possible existence 
of a left-to-right intracardiac shunt with increased pul- 
monary bleod flow in the presence of signs of pul- 
monary stenosis. All except one of the first seven 
patients had a harsh systolic murmur and thrill in the 
pulmonary area. The pulmonary arterial shadow was 
increased in all except one of these patients. Other 
physical signs, the pulmonary vascular markings and 
the electrocardiograms were more varied. 

The technic of selective injections of T-1824, used 
in conjunction with measurements of blood oxygen 
saturation in the chambers of the heart and great 
vessels by cuvette oximeter, was of great value in the 
definition of the level, direction and magnitude of intra- 
cardiac shunts. (Authors’ Summary). 


Ten-Year Prognosis of Acute Myocardial Infarction 


Weiss (Am, J. M. Sc., 231: 9, 1956) from an analysis 
of a 10-year follow-up study of 211 individuals who lived 
more than 2 months after their first myocardial infarc- 
tion observes : 

One-third lived more than 10 years. The majority of 
those who died did so in the first 5 years. More young 
people live more than 10 years after an infarction than 
do those in the older age groups. The patient who 
has made a good functional recovery lives longer than 
those who are disabled by congestive heart failure, 
angina pectoris or a cerebral embolism. Three-fourths 
of the patients made a complete or partial economic 
recovery. The major cause of death, 88%, was cardio- 


vascular disease. 


Theophylline Concentration in Blood Plasma 


Gass AND oTHERS (Am. J. M. Sc., 231: 51, 1956) 
write that aminophylline was administered rectally in 
the form of suppositories to 30 subjects and plasma 
levels of theophylline were determined for a period of 
1 to 8 hours. The Schack-Waxler ultraviolet spectropho- 
tometric method was used for this purpose and was 
found to be very satisfactory. In each patient plasma 
levels obtained after administration of aminophylline 
were checked against blood blanks collected before 
administration. The study was further controlled by 
the administration of placebo suppositories as well as 
by blood analyses without administration of medication. 

Very satisfactory blood levels were obtained with two 
types of aminophylline suppositories. One type con- 
tained 0:5 g. of aminophylline in a mannitol base, with 
or without benzocaine. With the use of these supposi- 
tories theophylline plasma levels over 500 sg/100 ml. 
were obtained in 8 of 10 tests; these blood levels appa- 


rently exceed the threshold necessary for aminophylline 
to exert a diuretic effect. With the,second type of sup- 
pository, with a buffered carbowax base, levels in excess 
of 500 pg./100 ml. were obtained in 4 of 6 subjects. 

Aminophylline suppositories containing a mannitol 
base with benzocaine produced sustained plasma levels 
of theophylline with an approximate average of 650 
ug./100 ml. between the fourth and eighth hour after 
administration and gave the least coeflicient of varia- 
tionS in individual responses. 

Plasma levels observed in 2 subjects during the first 
hour after intravenous injection of 05 g. of amino- 
phylline were approximately three times higher than 
the maximal levels’ obtained with the same dose of 
aminophylline in the form of suppositories; these levels 
were surprisingly well maintained for 2 to 3 hours after 
injection. 


Clinical Evaluation of a Rectal Mercurial Diuretic 


MAKOUS AND OTHERS (Am, J. M. Sc., 231: 86, 1956) 
in evaluating clinically the use of a rectal mercurial 
diuretic in patients with chronic congestive heart failure 
observe : 

In a study of 23 patients who required one or more 
injections of a mercurial diuretic per week during a 
control period, am average of approximately one sup- 
pository a day reduced the parenteral mercurial require- 
ment by more than half. Nineteen of the 23 required 
less than one injection weekly during suppository 
therapy; 14 required less than one monthly, and 9 
required no parenteral mercury. 

In contrast to mersalyl (Salygran) and mercuzan 
(Mercurin), and similar to meralluride (Mercuhydrin), 
the suppository form of mercaptomerin (Thiomerin) 
appears to have no local toxic or irritative effects. In 
this study none of the patients showed either subjective 
or objective evidence of rectal irritation, in spite of 
prolonged use. 

Mercaptomerin (Thiomerin) suppositories are effective 
in reducing or eliminating the, need for parenteral 
mercury in many patients with chronic congestive heart 
failure. 


Rheumatic Fever in Office Practice 


WEDUM AND RHOpes (J.A.M.A., 157: 981, 1955) in 
reporting on their experiences on 2639 children seen in 
consultation for the presence of rheumatic heart disease 
observe : 

The totals represent problems encountered by 250 
physicians in their practices. The findings, raising the 
question of presence of rheumatic fever, are in order 
of frequency): (1) systolic murmurs, other murmurs 
and abnormal heart sounds; (2) joint and muscle pain ; 
(3) possible active rheumatic fever or carditis ; (4) fever 
of unknown origin; (5) nose-bleeds; (6) restless move- 
ments suggesting chorea; (7) unexplained tachycardia; 
(8) elevated sedimentation rate; (9) possible cardiac 
enlargement and (10) questionable electrocardiographic 
findings. Conditions occurring in the normal child 
may be confused with signs of rheumatic fever. The 
diagnosis of rheumatic fever and heart disease in 
children should be made with care. Tt is sometimes 


Vol. 26. No. 9 


3 
: 
% 
4 
Re 
4 
: 


J. L M. A. Advertiser xxi 


May 1, 1956 


with a single prescription 
with little added cost to the patient 


«+. increase resistance to infection 
-. facilitate tissue repair 
augment production of antibodies 
hasten defervescence 
++vavert complications 
-. shorten convalescence 


Terramycin 


BRAND OF OXYTETRACYCLINE WITH VITAMING 


CAPSULES 250 me. = 


specific combined therapy against infections 


to combat pathogenic organisms 
to fortify body defenses 


The usual daily dosage (4 capsules) provides — 
1Gm. of the antibiotic, Terramycin, as well as specific vitamins in @ 
recommended minimum daily dosage needed during infection. 


FORMULA: 


Each Terramycin SF Capsule contains 250 mg. of Terramycin-plue 
Ascorbic acid, U.S.P. ...:....000. 75 mg. Pyridoxine hydrochloride ...+sess 0.$ mg. 
Thiamine (Mononitrate or Hydro- Calcium 5 ME 
2.5 mg. Vitamin Bi2 . meg. 
Riboflavin 2.5 Folic eee 0.375 mg. 


mg 
mg. Menadione (vitamin K analog) ---- 0.5 mg. 


THE ORIGINATOR OF ANTIBIOTIC THERAPY WITH SPECIFIC NUTRITIONAL FORTIFICATION 


NEW YORK, PANAMA & BRUSSELS. 
Exclusive Distributors in Indio : 


RAVISON PHARMACEUTICALS LTD. 


POST BOX NO. 1636, BOMBAY 1, ‘Grams: RAVIPHARM Tred of Ches, & Ine 


| | 
Pfizer 
PFIZER EASTERN CORPORATION 


J. M.A. Advertiser Vol. 26, No. 9 


Comfort at leisure 


In disorders of the urinary tract the analgesia of 


Pyridium 


confined to the urinary tract only 


and safe 


In bottles of 25 tablets. Samples and literature on request 


Made in India by Menley & James, Limited (Incorporated with Limited liability in England) 141, Fort Street, Bombay. 


Sole Distributors in India: Pharmed Ltd., P. O. B. 1185, Bombay 


*Pyridium’ is the registered trade mark of Nepera Chemical Co., Inc. 


ts 
IS Quic 
‘ 
8 
i 


MAY 1, 1956 


necessary to observe a child for weeks or months before 
definite diagnosis can be made. Once the diagnosis is 
established, however, the patient should receive year 
round penicillin prophylaxis indefinitely and regardless 
of age. 
Jaundice in Cardiac Failure without Infarction 

PARKAR AND FEeLper (Ann. Int. Med., 43: 1031, 1955) 
maintain that the occurrence of jaundice in cardiac in- 
sufficiency is usually secondary to a recent infarct of 
the lung, spleen or kidney, and jaundice occurring in 
heart failure without infarction of these organs has been 
insufficiently emphasized. Recognition of this entity has 
become particularly important since the widespread use 
of anticoagulants in the therapy of embolic complica- 
tions of the heart disease, because in the presence of 
jaundice due primarily to severe liver disease in cardiac 
failure, the use of anticoagulants is contraindicated. 

This paper presents a description of a series of cases 
in which jaundice was present purely as the result of 
heart failure without embolic complications. A total of 
11 patients was studied, 10 of whom had rheumatic heart 
disease with severe involvement of the mitral valve, 
although other valvular lesions were present in varying 
combinations. Long-standing right-sided cardiac failure 
resulting from this type of valvular disease was charac- 
teristic. Eight of the total of 11 patients also had -atrial 
fibrillation, and all except two had had severe conges- 
tive failure longer than two and a half years. All 1! 
patients had evidence of severe liver damage. Eight 
had ‘cardiac cirrhosis’ varying from the early to the 
far advanced stages. The remaining three had extreme 
congestion, necrosis and marked destruction of the normal 
hepatic structure, without evidence of cardiac cirrhosis. 

It appears that a combination of factors is responsible 
for hepatic damage and subsequent jaundice in this 
type of cardiac failure. There is a mechanical factor 
resulting from elevated venous pressure and resultant 
increased pressure in the liver. Some workers believe 
that anoxia is also an extremely important factor in 
producing central necrosis and resulting jaundice. It 
is possible also that in severe chronic congestive heart 
failure there is increased red cell destruction secondary 
to statis, with imcreased pigment deposition. The 
increased bilirubin formation and the extensive anatomi- 
cal liver changes are the important factors in the pro- 
duction of jaundice. The differentiation of jaundice 
with infarction from jaundice withont infarction is 
frequently difficult. 

It appears, therefore, that jaundice in cardiac patients 
does occur without infarction, and is dune to cardiac 
cirrhosis or necrosis of the hepatic cells. 


Nitroglycerin Ointment in Angina Pectoris 


HARRISON AND OTHERS (Am. J. M. Sc., 230: 259, 1955) 
have investigated the efficiency of nitroglycerin in the 
form of a 2 per cent ointment in the treatment of 
angina pectoris. The ointment was supplied in 1-ounce 
(31 g.) tubes because, as in the case of nitroglycerin 
tablets, there is some evidence of deterioration on 
exposure to air. The ointment was applied with a 
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wooden applicator to the chest wall on an area of 5 to 
8 inches (13 to 20 cm.) in diameter. The recommended 
initial dose is % inch (125 mm.) of the ointment applied 
three or four times daily. The dose is subsequently 
adjusted to the patient’s requirements. The estimated 
amount of nitroglycerin is 15 mg. in each ounce of oint- 
ment, Headache is a common side-effect initially, but 
this tends to become less frequent in the course of time. 
In the 17 patients on whom the effect of the ointment 
was tried, all of whom had previously been on nitro- 
glycerin tablets, the results of the ointment were assessed 
as good in nine, fair in four and -poor in four. Typical 
of the good results was the patient who before using the 
ointment had required one to seven tablets daily but 
while using the ointment never required more than one 
a day, whilst another patient who previously had 
required eight to ten tablets daily, subsequently never 
required more than two daily while using the ointment. 


Coronary Thrombosis and Air Travel 


WHITTINGHAM (Practitioner, 176: 179, 1956) writes: 

A great majority of patients who have recovered 
from coronary thrombosis are fit to make a short flight 
of under five hours’ duration. But those with even a 
minor degree of coronary disease should not undertake 
long journeys by air unless they have been free from 
symptoms for at least three, and preferably six, months. 
Their condition should be revealed to the medical de- 
partment of the airline for a decision regarding advis- 
ability to travel and to enable appropriate instructions 
to be issued to all concerned for their care and welfare 
along the route. 

These arrangements should include attention to toilet 
before embarkation, the provision of a seat near the 
lavatory to minimize moving about in the aircraft, the 
availability of an adequate supply of oxygen in case of 
need and assistance on and off the aircraft and with 
baggage through customs and health control. On long 
flights those who had had a severe attack should occupy 
a sleeping berth or an invalid couch. If the ‘patient has 
not travelled by air before it may be advisable to give 
a sedative to lessen nervous tension and smoking should 
be curtailed or preferably forbidden during flight. 

Some cardiologists aver that there is little risk for 
those recovered from an attack of coronary disease to 
undertake long air journeys, but the statistics for one 
airline operating globally show that, of 155 known cases 
of coronary disease transported long distances, 33 (i.e. 
21-) per cent required medical attention en route and 
two (ie. 1-3 per cent) died in flight or shortly after 
landing. 


Propantheline in Duodenal Ulceration 


Scott anp SUTHERLAND (Practitioner, 176: 187, 1956) 
in reporting on the results of treating 64 cases of duo- 
denal ulceration with propantheline bromide (probanthine) 
observe : 

Some 90 per cent of patients secured symptomatic 
relief within four days of starting treatment but despite 
some diminution in gasric acidity and a marked effect 
on motility, the rate of healing of the ulcer is probably 
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not influenced. Radiological proof of healing was obtain- 
ed in the majority of cases within four weeks. 

Toxic effects were not encountered but symptoms 
referable to autonomic imbalance were not uncommon— 
these were dryness of the mouth, blurring of vision, 
urinary retention and constipation. 

It is concluded that the pain-relieving properties of 
propantheline render it a valuable addition to current 
methods of treatment. 


Drugs Altering Behaviour 


Leake (Texas Rep. Biol. & Med., 13: 793, 1955) 
gives in the following lines the summary of his obser- 
vations : 

Fascinating hypotheses regarding the aetiology of men- 
tal disorder are developing as a result of considerations 
of the chemistry and pharmacology of drugs related to 
nor-adrenaline, 5-hydroxytryptamine, and alkaloids con- 
taining an indole nucleus. With coordinated effort on 
a large scale between chemists, pharmacologists and 
clinicians, it may be possible through investigation of 
these hypotheses, with chemical agents now available, 
to make a “break-through” in our ignorance regarding 
the aetiology of mental disturbance. 

In a practical way, the development of Rauwolfia 
alkaloids, particularly reserpine, has brought physicians 
an opportunity for tranquilizing anxiety tension, and 
nervous agitation, and for promoting quiet relaxation, 
without toxicity, or without causing excessive drowsi- 
ness. 

In chlorpromazine, physicians have a drug which is 
useful in helping to bring improvement in schizophrenia. 
This drug has certain allergic side effects, but fortunately 
these seem to be easily controlled. 

In “Miltown’’ (2-methyl-2-n-propyl-1, 3-propanediol 
dicarbamate) and ‘‘Frenquel” (4-piperidy!) benzhydrol 
HCl), physicians also have new and interesting drugs for 
tranquillizing agitated patients and for producing relaxa- 
tion and calmness. These drugs fortunately seem to be 
relatively free from toxicity. 

Lysergic acid diethylamide may have limited practical 
usefulness as an adjunct to psycho-analysis, in uncover- 
ing the unconscious, and releasing repressed memories, 
but its use must be carefully controlled by skillfully 
planned team-work and under the direction of highly 
competent psychiatrists. 

The practical results from new drugs now available 
for the management of mental disorder give every pro- 
mise that improvements will occur if chemists, pharma- 
cologists, and clinicians can work vigorously together in 
obtaining verifiable data on metabolic abnormalities in 
mental disease and on the biochemorphic relations in- 
volved in drugs affecting mood and behaviour. Since 
mental illness is the major health problem confronting 
humanity, such an expectation deserves every encourage- 
ment so that a break-through may be achieved in the 
understanding and control of such disease. 


Colonic Exfoliative Cytology in Cancer Diagnosis 


GALAMBOS AND KLAYMAN (Surg. Gynec. & Obst., 101: 
673, 1955) observe: Colonic exfoliative cytology was 
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performed in 68 patients during an 18 month period. 
Follow-up information was available in 59 cases. 


In 26 cases malignant lesions were found at opera- 
tion. The correct diagnosis was established by colonic 
exfoliative cytology in 16 patients. There was a marked 
increase in the diagnostic accuracy of the method during 
the last 9 months of the study following changes in 
technique. 

A case of metastatic ovarian carcinoma was correctly 
diagnosed by cytology. 

One patient in whom malignant cells were found 
and in whom carcinoma of the sigmoid was diagnosed 
by x-ray study has refused surgery. 


There were no false positive reports in 32 cases in 
which malignancy was excluded (by surgery in 14 and 
by clinical observation in 18 cases). 

Nine patients in whom no malignant cells were found 
could not be reached for follow-up. 


Colonic exfoliative cytology, in experienced hands, is 
a valuable adjunct in the diagnosis of colonic lesions. 
The demonstration of malignant cells is conclusive 
evidence for carcinoma, although their absence does not 
exclude its presence. 


Endomentrial Carcinoma 


BOURNE AND OTHERS (Surg. Gynec. & Obst., 101: 
753, 1955) from an analysis of the excellent follow-up 
of 306 cases of endometrial carcinoma which were 
diagnosed at the Royal Victoria Montreal Maternity 
Hospital observe that it would seem that surgical 
extirpation of the pelvic genital organs offers the best 
chance of effecting a permanent cure. In this series, 
radium plus surgery has given better 5 years results, 
but surgery alone has offered a much greater chance of 
an apparent permanent cure ; radiation alone leads to 
the worst results. The authors therefore, advocate that 
surgical removal of the genital organs should be carried 
out whenever it is possible. 


Physiological Approach to Nasal Medication 


FABRICANT (Am. J. M. Sc., 230: 436, 1955) writes that 
the wide acceptance of sound topical therapy of the 
nasal cavity and its associated paranasal sinuses can 
only be established in clinical practice by considera- 
tion of the physiological appreach to nasal medication. 
Better local therapy rests on knowledge of the effect of 
nasal preparations on nasal and sinus mucous mem- 
branes, ciliary motility, the hydrogen ion concentration 
of nasal secretions, and by observing the presence or 
absence of local and systemic side-effects. Nontoxic, 
nonsensitizing nasal medication that is compatible with 
ciliary motility, that does not vary greatly in its hydro- 
gen ion concentration from that of normal nasal secre- 
tions (pH 5:5 to 6-5), and that is nontraumatizing to the 
mucous membranes is most desirable in the treatment 
of nasal cavity and its diseases. These attributes are 
most useful in clinical practice precisely because they 
rely on trustworthy principles underlying sound, phy- 
siological nasal medication, 


= 
; 
4 
4 
ae 
i 


CURRENT TOPIC 


THE STATUS AND PROBLEMS OF THE MEDICAL 
PROFESSION IN YUGOSLAVIA 


Pror, BOZIDAR DJORDJEVICt 


The post-war years saw the rise of favourable possi- 
bilities for the development of the health service in 
Yugoslavia, and significant results have been achieved 
in that respect to date. 

The number of hospital beds increased considerably 
from a total of 24,507 in 1939 to 46,723 such beds in 1954. 
At the same time over one million patients received 
treatment in 1954 as against 454,627 in 1939. 

There were ten hospitals for tuberculosis before the 
war, whereas there are today thirty-three such establish- 
ments with a capacity for about 7,500 patients. 

Remarkable advance was recorded in the development 
of child protection establishments. Since the war, nine 
new children’s hospitals have been opened for pulmonary 
tuberculosis and six for tuberculosis of the bones and 
joints, with 1,888 beds. Compared to 1939, the number 
of dispensaries and consultation centres for women, 
which also specialise in children’s diseases, was multi- 
plied. After the war, numerous new school-children’s 
out-patient centres, children’s consultation centres, 
messes and homes were established. 

The same is the case with other establishments, such 
as out-patient centres in enterprises, people’s health 
centres, hygienic institutes, research centres for occupa- 
tional diseases etc. 


MEDICAL PROFESSION IN YUGOSLAVIA 


Such rapid development of the health service and 
the increase in the number of health institutions have 
naturally called, in the first place, for a number of 
highly trained medical personnel. Consequently the 
country’s physicians, being the chief custodians of the 
health service, have been in great demand, all the more 
so since the health of the population had greatly deterio- 
rated as the result of war. So one physician has to do 
the work of three. 

Battling against numerous difficulties, Yugoslav phy- 
sicians have been acquiring professional perfection rapid- 
ly. But their number is still so much below par that 
there is no danger of surplus physicians as is the case 
_in some other European countries. With a population of 
17 million, Yugoslavia today has altogether 9,850 physi- 
cians consisting of 2,200 specialists and 7,650 general 
practitioners. 

Distribution of physicians republic-wise is approxi- 
mately as follows: Serbia 3,850; Croatia 2,750; Slovenia 
1,150; Bosnia and Herzegovina 550; Macedonia 400; 
Montenegro 140. 

The majority of specialists are represented by sur- 
geons and internists 350; paediatrists 250; phthisiologists 
250; gynaecologists and obstetricians 215; ophthalmo- 


+ Received through the courtesy of Mr. C. Mindero- 
vic, Cultural Counsellor, Yugoslav Embassy, New Delhi. 


logists 115; dermato-venereologists 150; bacteriologists 
110; hygienists 130; rheumatologists 105; otorhinolaryn- 
gologists 100; stomatologists 110 etc. 


FACULTIES OF MEDICINE AND STUDENTS 


During the Liberation War and the occupation, a con- 
siderable number of medical personnel were lost, and 
the demand for physicians in the immediate post-war 
years was high. This led to considerable enlargement 
of the existing Faculties of Medicine in Beograd, Zagreb 
and Ljubljana, and to new ones being opened in Sara- 
jevo and Skoplje. The efforts made by the state to 
provide material resources for the faculties’ work yielded 
positive results. On their part the faculties strove to 
train physicians theoretically and practically. Thanks 
to the increased training facilities, over 4,000 medical 
students have graduated since the war, from all 
the Faculties of Medicine in the country. However, the 
figure is still too low, considering the perspectives of 
the development of the health service. 

Physicians from the young generation continue to per- 
fect themselves professionally. Medical science has made 
great strides in recent years while the domestic institutes 
and clinics were not adequate to offer a sufficient prac- 
tical and theoretical knowledge to a large number of 
students at once. However, considering the develop- 
ment of the Faculties of Medicine, within ten years 
Yugoslavia is expected to have sufficient number of 
physicians. 


Soca, MANAGEMENT oF HEALTH INSTITUTIONS 


The Constitutional Law of 1953 laid down the prin- 
ciple of social management of health institutions. Con- 
sistently the country’s health institutions obtained a new 
social-economic status and new organs of management. 
Social management of health institutions, though not 
identical with those in the economic organisations (which 
are subject to management by the workers collectives) 
nevertheless represents self-government of a_ kind. 
Namely, the representatives of a health institution's 
working collective make up one-third of the membership 
of its administrative organ. In this mode health work- 
ers are afforded the opportunity of sharing, through the 
representatives they themselves elect, in the manage- 
ment of the institution in which they are working. 

The specialised work of a health institution is the 
responsibility of its college (“collegium’’) composed ex- 
clusively of physicians—the division and ward chiefs. 

The managing boards of health institutions include 
also the elected or delegated representatives of the town 
or district, of the Social Insurance Office and the major 
economic institutions. In this mode is stimulated the in- 
terest of citizens, working collectives and social insurants 
for the work and advancement of the health service. 
Consequently, in the mentioned board of management the 
social, specialised and material forces find themselves 
integrated and this provides for the normal functioning 
of the health institutions. 

A contributive asset to successful management is the 
health institutions’ system of financial operation. Every 
institution fixes the amount of fee, collects the receipts 
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due to it and disposes of them independently. Thus it 
is able to engage, on the principle of free bargaining, 
highly skilled specialists as well, if their services be 
necessary for the treatment of its patients. As a result, 
even the health institutions situated in backward regions 
are able to avail themselves of good physicians, as they 
are free to grant higher rewards to them. Such a sys- 
tem makes it possible for all citizens to receive expert 
medical care. 

The participation of the representatives of the indivi- 
dual economic enterprises and the social insurance 
scheme in the managing boards makes possible for se- 
curing the special material resources needed to promote 
the development of a health institution to the maxi- 
mum, including its equipping with modern medical ap- 
pliances. 

It should specially be noted that health institutions 
and workers are free in their specialised work, being 
even independent from the body providing the material 
resources. 

The results achieved indicate that social management, 
coupled with independent financing, has opened extra- 
ordinary vistas to the development of health institutions 
in Yugoslavia, at the same time affording to health 
workers, notably physicians, freedom and independence 
in advancing their professional abilities. 


RELATIONSHIP BETWEEN PHYSICIANS AND THE SOCIAL 
INSURANCE SERVICE 


The system of social management of health institu- 


tions granting determinate rights to specialised associate 
bodies has shown in practice that the freedom of physi- 
cians in their professional work makes the basic charac- 
teristic of the relationship between them and the social 


insurance service. Social imsurance as an independent 
and self-governing organisation possesses no medical ser- 
vice or health institutions of its own. The social insur- 
ance service pays the health institution responsible for 
the examination and treatment of its insurants accord- 
ing to the actual cost thereof. That leaves the physician 
free to apply the latest examination methods and the 
most effective means of treatment irrespective of the 


expense. 

At the same time, the social insurance service has 
been investing its own funds in the construction of hos- 
pitals and their improved outfitting. Thanks to such a 
relationship between the physicians and the social in- 
surance service and the independence enjoyed by the 
former in their specialised work as performed in health 
institutions, the Yugoslav medical man, although an 
official, is an independent expert. The community too 
takes an interest in his professional qualifications, assist- 
ing him and sending him for specialised training and to 
attend professional congresses in the country and abroad. 


Under Yugoslav law, private medical practice is 
authorised. However, the trend of development of the 
health service, and extension of social insurance to cover 
the whole population, are certain to minimise the need 
for private medical practice, with the result that it will 
gradually cease to exist even without administrative 
measures, 
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MEDIca, SOCIETIES AND ASSOCIATIONS 


Before the Second World War physicians had their 
societies in certain major centres. There was a medical 
society in Serbia composed of a group of Belgrade phy- 
sicians. There were similar organisations in Zagreb, 
Ljubljana and Sarajevo. After the war medical so- 
cieties were formed in all the people’s republics of 
Yugoslavia. Although some of the existing societies 
have been operating for over eighty years (e.g., those 
in Serbia and Croatia), it was only after the war that 
they came to encompass all physicians in the republics. 
The republican societies have branches in all larger 
places which are independent in their specialised work 
and the solving of the local health problems. Thus the 
Serbian Medical Society has about thirty-five branches, 
the Croat Medical Society over thirty, the Slovene 
Medical Society about 15 and so on. Besides this, the 
larger republican societies incorporate specialised sec- 
tions devoted to nearly every branch of medicine. 

For purposes of co-ordinating their activities, the 
medical societies in the republics established a com- 
munity—the Federation of Medical Societies of Yugo- 
slavia. The Federation has set up specialised associa- 
tions the membership of which consists of the perti- 
nent sections from the republican societies. Today 
more than 90 per cent of Yugoslav physicians are 
enrolled in this all-Yugoslavia medical organisation. 

The medical societies pursue a highly diversified 
activity. In addition to providing for the professional 
perfection of their members by way of lectures, courses, 
congresses and symposia, the societies stimulate them 
to contribute to a better organisation of the health ser- 
vice through discussion of new sanitary measures prior 
to their introduction or consideration of the relevant 
draft regulations, decrees and laws. These societies 
have been doing a very great deal on the health educa- 
tion of the people, their members giving lectures at 
people’s universities, factories and construction sites. 

The specialised and other work of physicians in the 
country is co-ordinated by the Federation of Medical 
Societies and the aforesaid specialised associations. 
Some six specialised national congresses are held an- 
nually. So far, four international medical congresses 
also were organised in Yugoslavia. 

The Federation of Medical Societies and its repub- 
lican affiliations issue about thirty-five professional 
periodicals. An exchange is carried on with over 130 
similar publications from different countries of the 
world. At the same time, the medical societies pro- 
duce intermittent publications devoted to topical pro- 
fessional problems of interest to the body of the 
country’s physicians. 


INTERNATIONAL CO-OPERATION OF MEDICAL 
ORGANISATIONS AND PHYSICIANS 


The same Federation maintains contact with similar 
organisations abroad and is a member of the World 
Medical Organisation, embracing 57 federations and over 
700,000 physicians from all over the world. 

Yugoslavia’s medical societies are enrolled in specia- 
lised international societies. The Association of Paedia- 
trists is a member of the World Association of Paedia- 
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trists. The same applies to the local associations of 
cardiologists, rheumatologists, cancer specialists, bal- 
neologists, and sport-medicine associations, which, too, 
are members of the corresponding international orga- 
nisations. Individually, over twenty Yugoslav surgeons 
are members of different international medical organisa- 
tions. In addition, many otorhinolaryngologists, oculists, 
cardiologists, cancer specialists, haematologists, gynae- 
cologists and others are similarly elective members of 
such organisations. Some Yugoslav physicians are on 
the managing boards of the organisations or associates 
of international medical reviews. 

Also, the Yugoslav medical organisations have been 
expanding their international connections by inviting 
noted foreign medical experts to attend local congresses 
or give lectures. A considerable number of Yugoslav 
physicians have lectured abroad, which no doubt consti- 
tutes a significant acknowledgment of the medical talent 
in Yugoslavia, 


NOTES AND NEWS 


New Location for the W.M.A. Secretariat 


On May 1, 1956 the Secretariat of The World Medi- 
cal Association and the United States Committee, Inc., 
is to move to a suite of offices in the Coliseum Tower 
Office Building at 10 Columbus Circle, New York 19, New 
York. 


Council Session of the World Medical Association 


The Council of The World Medical Association has 
been holding its 26th Session at Cologne, Germany, 
April 29-May 5, 1956 to implement the actions taken at 
the 9th General Assembly of the W. M. A. and to 
prepare for the forthcoming assembly scheduled in 
Havana Cuba October 9-15, 1956. 

At the invitation of the Luxembourg Medical Asso- 
ciation, one of the 52 Member Medical Associations of 
the W. M. A., the Members of the Council will make an 
official visit to its headquarters. 


Most Child Deaths Caused by Accidents 


A recent report published by the World Health Orga- 
nization indicates that accidents cause more deaths than 
disease among children and adolescents, 

Apart from transport accidents, the most frequent 
causes of death in the countries surveyed were falls, 
drowning, fire and explosions and poisoning, in that 
order. Children from 1 to 4 are the main victims of 
poisoning and burns, the age group 15 to 40 is most 
liable to machine accidents and that from 15 to 25 to 
accidents from firearms. Fire accidents involve mainly 
children from 1 to 10. 

In the 18 countries reviewed, 8,415 boys died in one 
year from infectious and parasitic diseases as compared 
with 13,414 who were killed in accidents. 


Uttar Pradesh Medical Council 


With reference to the U. P. Medical Council’s notifi- 
cation of January 12, 1953 (published in J. Indian M. A., 
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March 1953) it has been notified that the Council have 
restored the name of Dr. Rameshwar Dayal Gupta, 
M.B.B.S. of Jai Hind Medical Hall, Banda, to the U. P. 
Medical Register. 


Madras Medical Council 


At a meeting of the Madras Medical Council held on 
17-4-56 Dr. D. V. Venkappa was re-elected President of 
the Madras Medical Council for the third successive term, 

Dr. C. Nathamuni Naidu, Vice-President of the Coun- 
cil, who was in the chair, and other members felicitated 
Dr. Venkappa and referred to his services to the medi- 
cal profession to which Dr. Venkappa replied suitably, 
Dr. Venkappa is one of past vice-presidents of the Indian 
Medical Association. 


A Sample Surgery of the Condition of T.B. Patients 


The appalling condition of tuberculous patients as 
revealed through a sample survey conducted in Calcutta 
to find out their living conditions, social and intellectual 
status and to explore possibilities of home isolation was 
referred to in the report of the Bengal Tuberculosis 
Association for the year 1955, placed at the 27th annual 
meeting of the Association held at Raj Bhavan on 
11-4-56 with Dr, H, C, Mookerjee, State Governor, in 
the chair. 

Investigations were carried on in respect of 1,676 
patients and their home conditions. The results showed 
that about 60 per cent of the patients came from the 
lower classes of society living in the city’s slums or 
bustees. The economic condition of these patients was 
so bad that 699 patients could not get the required 
drugs for want of funds and had in consequence to go 
without them, In 415 cases the patients could manage 
to get the drugs prescribed only partially, mostly from 
philanthropic organisations. In only 415 cases out of 
the total, it was found that the patients were taking 
the medicines prescribed regularly. It was found that 
only 359 patients could take rest during their course 
of treatment according to the advice of the doctors. 197 
patients had to work full time to maintain themselves 
and their families, during their treatment and 812 were 
working part-time. More than 70 per cent of the pa- 
tients had no economic resources to pay for their medi- 
cines and had to work for a living or for the manage- 
ment of the household in cases of housewives, 


Healthy Living and Fewer Hospitals 


Clean and healthy living should be given preference 
over the opening of more hospitals, declared, Rajkumari 
Amrit Kaur, Union Health Minister, in Teharpur :vil- 
lage near Shahdara on 6-4-56 at the opening ceremony 
of Samaj Kalyan Kendra in the village which would 
provide facilities for maternity, child welfare and lite- 
racy classes. Creche has also been provided in the 
kendra for the convenience of working women. 

The Health Minister praised the Chinese example 
of killing flies and asked the village people to follow 
the Chinese example in order to keep their villages free 
of flies. 
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REVIEWS 


Cancer and Allied Diseases—By Ronald W. Raven, 
O.B.E., T.D., F.R.C.S., “Modern Health” series, No. 7; 
published 8th December 1955 by Gerald Duckworth & 
Co. Ltd.; 3 Henrietta Street, London, W. C. 2, Board 
bound, 121 pages (74%” x5”); price 8sh. 6d. net, 


Cancer and the various problems related with it 
have today aroused a keen interest not only amongst 
the medical fraternity but amongst the public in gene- 
ral. This publicity is perhaps indirectly or partly res- 
ponsible for the fear and dread that often overcome the 
patient afflicted with this disease. The relations and 
friends of the patient and particularly the patient per- 
sonally ask many questions to the attending physician. 
In such a situation, the practitioner can confidently re- 
commend this book to enable them to understand the 
basic problem of cancer, the purposes of the various 
examinations, investigations and therapeutic procedures, 
as also the prospect or the chances of cure, as offered 
by medical knowledge of to-day. The practitioner will 
also be helping himself with simple and easily intelligible 
answers to the patients’ enquiries. 


Childbirth—By W. C. W. Nixon, M.D., F.R.C.S., F.R.C.0.G., 
Duckworth’s ‘‘Modern Health” series, No. 8; pub- 
lished 8th December 1955 by Gerald Duckworth & 
Co, Ltd., 3 Henrietta Street, London, W.C. 2. Board 
bound, 106 pages (7%” x5”); price 8sh. 6d. net. 


The attitude of the medical profession, the relatives 
and the person going through the ordeal of childbirth, 
has undergone profound changes through the ages. 
In this book the author, a reputed and experienced pro- 
fessor of obstetrics in the University of London, literal- 
ly takes a young expectant mother by the hand and 
then guides her steadily and surely through the prepa- 
rations necessary for the childbirth and subsequent nurs- 
ing of the newborn baby. Written in a simple and clear 
style with a sympathetic and understanding outlook this 
book will prove to be of great benefit to all expectant 
mothers, specially those having their first babies, and 
also of some relief to the attending physicians who will 
find herein an easy and simple way to answer the many 
questions they have to face in dealing with a woman 
preparing for her “childbirth”. 


Diabetes—By G. F. Walker, M.D., D.C.H., M.R.C.P., Duck- 
worth’s ‘“‘Modern Health” series, No, 9; published 8th 
December 1955 by Gerald Duckworth & Co. Ltd., 
3 Henrietta Street, London, W.C. 2. Board bound, 
96 pages (7%” x5"); price 8sh. 6d. net. 


This book is one of the nine volumes (published so 
far) under the direction of the general editor Rt. Hon. 
Lord Horder. In the general note we are told that this 
series is principally meant for the intelligent public in 
general, and the victims of diseases in particular, so 
that these sufferers may understand the scope, extent 
and limitations of modern medical knowledge in giving 


relief and redress to their sufferings. It is indeed re- 
assuring to find in the editorial note that ‘‘the books 
are not courses of self-treatment’’. Diabetes is one of 
those diseases where the practitioner has to deal with 
a large percentage of intelligent people in all strata of 
the society, and also where the practitioner has to be 
prepared to explain and answer to the patient’s satisfac- 
tion many a problem or question that may crop up during 
the course of treatment. Here is a book which would 
help the doctor in explaining things in a way that the 
latter will understand. The physician may also save a 
good deal of his valuable time by recommending this 
book to a diabetic patient to whom it should prove in- 
teresting. 


The 1955-56 Year Book of Obstetrics and Gynaecology— 
Edited by J. P. Greenhill, B.s., M.D., F.A.c.s. The 
Year Book Publishers Inc., 200 East Illinois Street, 
Chicago, U.S.A. Price $6.00 post paid. 


It is pleasant to find that this volume of the 1955-56 
series has appeared under the editorship of Dr. Green- 
hill once again. Spread out through a total of 544 
pages, the reading matter of the book follows the gene- 
ral arrangement and distribution-plan as in the preced- 
ing years. The articles have been very ably abstracted 
and selected from journals received between July 1954 
and July 1955. A selection of 23 questions, in the form 
of “quiz” in a separate sheet along with the book, 
serves as an interesting stimulus to the reader. The 
reader will be amply benefited by the frequent and ex- 
tensive editorial comments, coming as they do from an 
editor of such wide experience. Eighty-three figures 
illustrate the reading matter but more would have been 
welcome. The book has been got up and presented in 
conformity with the fine tradition of Year Books gene- 
rally and should be with practitioners of obstetrics and 
gynaecology who want to keep abreast of times. 


Rehabilitation of a Child’s Eyes—By Richard A. Scobee, 
B.A., M.D., F.A.C.S. Revised by Herbert M. Katzin, 
M.D., F.A.C.S. Second Edition, 1955. The C. V. Mosby 
Company, St. Louis, Missouri, U.S.A. 133 pages; price 
$2.85. 


Cross-eyed children are to be found all over the world. 
They constitute a serious problem both for the parents 
and the doctors concerned. The successful treatment 
of crossed eyes naturally demands the closest co-opera- 
tion between the parents and the physician. This book 
was originally written by the senior author (who died 
prematurely in 1952) primarily for the parents with the 
hope that it would answer the questions which naturally 
crop up in their minds. Great strides have been made 
during the past two or three decades in the manage- 
ment and care of cross-eyed children. This includes 
glasses, surgery and orthoptic training—either singly or 
in combination. A perusal of this book will greatly 
help the practitioner who has to face the problems and 
questions concerned with the care and treatment of 
cross-eyed children. 
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Il DELHI STATE MEDICAL CONFERENCE, 
1955, DELHI 


The Second Delhi State Medical Conference was held at 
Delhi on the 25th, 26th and 27th November, 1955 under 
the auspices of the Delhi Medical Association (Delhi 
State Branch of the I.M.A.). Dr. R. C. Goulatia, the 
President of the Delhi Medical Association welcomed the 
chief guest and the doctors to the conference. The 
conference was inaugurated by Shri Gurmukh Nihal 
Singh, Chief Minister, Delhi State. This was followed 
by a review of the activities of the Delhi Medical Asso- 
ciation by Dr. Prakash C. Bhatla, the Hony. Secretary. 
Dr. R. C. Goulatia introduced Dr. Prem Narain the 
President-elect. 

Dr. Yudh Vir Singh, Health Minister, Delhi State 
erformed the opening ceremony of the Scientific and 
Medical Exhibition which had been organised on the 
occasion. In addition to stalls of various pharmaceutical 
concerns, exhibits had been put up by the Malaria 
Institute Delhi, Red Cross and the New Delhi Muni- 
cipal Committee—‘Health Deptt’. 

The Scientific Session was inaugurated by Dr. 
S. C. Sen, President, I.M.A. During the Scientific Ses- 
sions the main subjects discussed were Symposium on 
“‘Nephritis” and ‘‘Emergencies in General Practice and 
their Management” in addition to papers on other 
subjects 

On 26th November Raj Kumari Amrit Kaur, Union 
Health Minister graced the occasion with her presence 
and addressed the Conference. During the course of 
her address she appealed to the profession to try to 
make the treatment cheaper by not prescribing costly 
patent and proprietory medicines. She said that she 
was willing to listen to the difficulties of the profession 
and help in their being removed. 

The next session of the Conference was devoted to 
the variety entertainment programme specially arranged 
for the occasion. 

Dr. Prem Narain, the President of the Conference in 
course of his address said : 

“Almost till two decades ago, the practice of medi- 
cine all over the world consisted of private medical 
relief, State medical relief and Charitable Trust medical 
relief. It is almost the same in our country still to 
a major extent, though changes have taken place rapidly 
in other countries, making the ‘National Health’ an 
obligation of the State. 

It is now universally recognised that well being of 
individual member of the community is a compulsory 
obligation of the Government. Our country has also 
accepted that principle and we want to move in that 
direction rapidly. We are committed to a socialistic 
pattern of society in the very near future and in the 
implementation of that pattern medical men will form 
a very important link and I will appeal to friends here 
to begin to think in terms of that pattern and rapidly 
adapt themselves to the changing conditions. 

Our problems such as inadequate supply of filtered 
water, both in rural and urban areas, lack of closed 
system of sewage disposal even in fairly advanced cities 
like Delhi, lack of preventive measures on a general 
scale for all citizens for diseases which are amenable to 
these measures, malnutrition, poor school medical-health 
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services, poor environmental conditions, lack of educa- 
tion, lack of rural medical and health relief, extreme 
poverty, illiteracy and lack of transport facilities which 
prevent communication with villages, food adulteration, 
unemployment in the profession and outside, spurious 
drugs, etc, continue to be as before. 


Social Security : 


The working out of the relations between medicine 
and society is the outstanding professional problem of 
the day. In principle, we support the idea of social 
security, though there are some differences in the ways 
it is being developed. 

I can, on behalf of the Association assure the Gov- 
ernment that they can count on our support on all 
matters concerning the social security of our population 
and the medical and health problems attached to it and 
we are prepared to give all assistance if the authorities 
feel it worthwhile. 


Medical relief in Delhi: 


In the capital of the Union the Medical Relief to 
the community is far from satisfactory. Though some 
improvements have been taken place during the first 
five year plan, yet they are not very apparent. Bed 
strength of the Hospitals is very small. The waiting 
list of Irwin Hospital is ever increasing and is about 
3,600 as against 3,000 last year. 

The dentures supplied to poor patients are booked 
for 12 months ahead. Radiological Examinations like 
Bameal and Intravenus Pyelography are given dates for 
3—6 months later. Pathological Laboratories of the 
hospital are also very much understaffed and therefore 
certain examinations are not undertaken as a routine. 
The Advisory Committee of the Irwin Hospital, of which 
I also happen to be a member has very recently recom- 
mended for more staff for X-Ray and Pathology Depart- 
ment to the Government. 

Ambulance services are very inefficient, and inade- 
quate. Even the vans are not shock proof and give lot 
of jerks and* jolts to the ailing patients during trans- 
port. For all Ambulance services a junior qualified 
medical man must accompany with first aid equipment, 
because many a life may thus be saved and much harm 
avoided by this arrangement. Maternity and child wel- 
fare centres are far too few and inefficiently equipped. 

The recommendations of the ‘Delhi State Medical and 
Health Re-organisation Committee’ under the Chairman- 
ship of Dr, Gilder are already before the State Govern- 
ment. Our representative spent a considerable time and 
labour on it and gave their considered views which need 
to be rapidly put into practical shape and are the only 
right solution of improving the medical relief. ‘ 


Medical College: 


The lack of a medical college in Delhi is being 
reminded year after year when at the time of admis- 
sions the Delhi students, many of whom happen to be 
Doctors’ sons find it impossible to gain admission 
through the very small limited number of seats allotted 
for them. There is plenty of clinical material in the 
hospitals, which is ing wasted and could be well 
utilised in a college. When asked to give my sugges- 
tions in the second five year plan of the medical and 
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health problems of the State, I had mentioned the need 
of a medical college in Delhi. I hope the authorities 
have included it in their programme and will allocate 
suitable finance, to give it a very early start. 


Contributory Health Scheme: 


The Honourable Union Minister for Health did not 
agree on the advice of the Association to run the scheme 
for medical relief of government servants on panel 
system and instead recruited a whole time staff, under 
which scheme the patient does not get a free’ choice 
of selecting his own doctor. 

In the panel system more doctors could be employed 
and thus unemployment in the profession could be mini- 
mised to’ a degree and the people could have a free 
choice of selecting their own doctor. 

Against this scheme the Delhi Medical Association 
had agreed year before last to run a voluntary health 
insurance scheme of Delhi State Servants on Panel 
system. We spent considerable time and labour and had 
a big correspondence with the Director of Health Ser- 
vices and the then Health Minister. 

I regret to mention that for the whims of a few 
officers on the top, the whole scheme has been shelved 
and put in cold storage. 


Honorary versus Full Time paid system : 


Every institution in the State whether it be a small 
dispensary, a woman hospital or a general hospital is 
poorly staffed and needs imediate re-inforcement which 
under the present financial conditions is impossible to 
attain with paid staff and therefore the only choice left 
is the recruitment of more honoraries. 

The place of senior general practitioners on the visit- 
ing staff of Hospitals is well recognised in United King- 
dom and some other countries both in teaching and non- 
teaching institutions. Separate chairs have been estab- 
lished for General practitioners in some Hospitals. 
Senior Medical students have compulsorily to get train- 
ing under them both in Hospitals and within private 
clinics to equip them with aspects of medical practice 
outside the Hospitals. I plead before the authorities 
that the deserving general practitioners should also 
have proper recognition and in the apointments be 
given due consideration of their rights and merits. 


Quackery: 


Quackery as mentioned several times before is quite 
rampant in this city as in other places. There is no 
sure and certain way of eradicating it in a country where 
poverty, ignorance and illiteracy are still, present in a 
very large measure. 

I am not against any system of medicine, whether 
it be Homeopathy, Ayurvedic or Unani. My suggestion 
is that those who practice the art of healing must com- 
pulsorily fulfil certain conditions of minimum standards 
of training in basic clinical and preclinical subjects. 

It is often said that under the democratic conception 
and the fundamental rights given by our Constitution, 
you cannot deny a person his absolute right to select 
the system of treatment he likes. TI respect that privi- 
lege, but may I add that it is also part of the individual 
citizen’s right that he should have an exact comprehen- 
sion of the pretentions to competence of the individual 


he employs. 


Legislations : 


More and more laws are being passed by the State 
without even taking into confidence the members of the 
Medical Association on whom the clauses of the Act will 

rate. We had a Nursing Home Registration Act. 

en Laboratories Control Act was passed over which 
the Association strongly protested and made a repre- 
sentation to the President of the Union. I understand 
that the Bill will mot be taken up for consideration 
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again. Then came the Spiritous Preparations Act. The 
latest ‘which I want to mention is the ‘Application of 
Delhi shop Act to Medical Practitioners’ which was 
again passed without our opinion being solicited. The 
Association made strong representations to the autho- 
rities and had several interviews with the authorities. 
Our Health Minister who was also once a private 
medical practitioner appreciated our view point and 
exempted the doctors from the applicability of that Act. 


Custom & Excise duty: 

Though not a state subject, yet I feel it my duty to 
appeal to authorities to abolish the Customs and Excise 
duties on medical and spiritous preparations and drugs 
and Antibiotics. The percentage of duty at present is so 
enormous that it raises the price to exhorbitant level 
which makes the treatment very costly. 


Licentiates : 


Let me now turn to the question of the medical 
Licentiates ‘the orphans of the storm of Medical Politics’. 
The Indian Medical Council Act of 1933 which has 
denied the inclusion of the Licentiates into the all India 
Medical Register is completely anti-national, inhuman 
and unjust. 


This Act should be amended without delay. 


Family Planning: 


The population of our country is fast increasing. 
The resources of the country in Food, Education, 
Roofed-shelter, Health, Clothing and Finance are limited. 
I think Family Planning should naturally attract the 
attention of the profession and the authorities both. 
How best it can be done I leave to men in power to 
devise ways and means. To my brothers and sisters I 
will appeal that while taking the family history of their 
patients and inquiring their economic conditions of life 
they will do well to spend a few minutes in advising 
them on contraceptives and self control against self- 
indulgence. 


Mental Hospital & Mental Health: 


There is an alarming increase in the number of 
lunatics and mental delinquents in our State to-day. 
The unbearable strain of modern civilisation, ravages 
of cruel wars, changing value of life, impact of foreign 
thoughts and way of thinking, irreparable trauma caused 
during the partition of the country, defective education, 
poverty, unemployment and big families are some of 
the major causes of increase in mental diseases. Our 
State has no mental hospital of its own. It is a pity 
to read in daily papers that these unfortunate victims 
of psychic trauma should be kept in Central Jail. I 
appeal to the State authorities that they should be raised 
from that unhappy situation to a Psychiatric modern 
hospital worthy of our State. 


Leprosy: 

Lepers migrate to our State from neighbouring States 
and wander about on roads as beggars, endangering 
the life of others by threatening them with infection. 
They should be segregated by Law into a Leper Home 
with facilities for modern treatment. 


Tuberculosis 


The two million cases of Tuberculosis in our country 
are by themselves, a major problem of great magnitude. 
The number of beds with us are still few and even 
in next five years it will not come up to satisfactory 
state. 

The solution lies in preventive measures such as B. 
C. G. inoculation and improving the standard of living 
of our countrymen and the sanitation. Preventive medi- 
cine is many times better and less costly and the aim 
of all of us who plan for the health of the nation 
should be to lay emphasis on that aspect. 
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The establishment of more T.B. Hospitals, clinics, 
sanatoria and rehabilitation colonies are already in the 
programme of the 2nd Five Year Plan. May I draw 
the attention of the authorities to the fact that the rural 
population has no less incidence of the disease now, 
than in cities and our efforts should keep in view their 
priorities as well. 


Rural Medical Relief: 

80% of the population of our country reside in rural 
areas and it is unfortunate that they have been most 
neglected so far. This problem should engage the most 
prior attention of the authorities and the profession 
together. We as members of the profession should also 
come out for help and those of us who are not able 
to find places in big cities should try to settle in 
villages and do their bit. Rural Health education centres 
should be established in the villages where people 
should be given instructions regarding cleanliness. Isola- 
tion, innoculation etc. etc. Mobile Rural Hospitals 
should be started very soon which will cover up all 
the villages in the State. 


School Health: 

Children of the nation will be the future responsible 
citizens of the country. Their health is an asset to the 
country and the Government. A pilot health service 
has been introduced in Daryaganj area in Delhi. This 
is not sufficient. I suggest that the Institutions be 


Dr. R. C. GOULATIA, THE OUTGOING PRESIDENT. 


SUPPLEMENT 367 


divided on zonal basis and the practitioners in those 
zones be taken as part time employed medical per- 
sonnel on payment to look after the health of students. 
This will not involve huge expenditure to the autho- 
rities and will partly help in solving the unemployment 
in the profession. 


Voluntary health scheme on panel system: 


The modern scientific system of medicine with all its 
auxiliary aids of diagnosis such as Laboratory, Radio- 
logical and surgical procedures is no doubt costly and 
not within the reach of all. We have to devise ways 
and means to make it cheap and within the reach of 
all without regard to their financial position. 

I sugest a Corporation or some such similar scheme 
be set up in which a Tripartite agreement between the 
Government, the Association and persons insured be 
made, to have a panel system with general practitioner 
service basis which will cover the 80% requirements in 
illness of all those who want to come in that scheme. 
The person insured, and the Government will contribute 
towards its finances and the medical profession serve 
the community on payment at per capita basis, which 
amount be decided by a mutual and reasonable settle- 
ment between the three parties concerned. 


Spurious drugs: 


The profession views with great concern that spurious, 
fake and unstandardised drugs are being freely sold in 
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the market without any serious attempt on the part of 
the Government to put a stop to such practice. We 
feel that making the sale and manufacture of spurious 
drugs be made a cognisable offence under the Drug and 
Pharmacy Act and severe and deterrent punishment be 
meted out to such degenerated and anti-social elements 
who do not hesitate to play foul with the life of the 
sick and ailing people. The medical profession should 
also expose such persons if they happen to detect any 
and thus help the Government to weed them out. 


Second Five Year Plan; 

The second five year plan is going to be introduced 
in the country very soon. Our Central Association has 
chalked out a programme which has come out in our 
Journal lately. I will not go into its details. here but 
the main objectives are : 

(1) Preventive aspect™of illness. (2) Improvement of 
Nutrition for Mothers, Children and the General Popula- 
tion. (3) Provision of pure water supply to all rural 
and urban population. (4) Free medical relief to all 
unemployed adults and all urban and rural non-earning 
dependents, all agricultural labour and the rural popula- 
tion. (5) Contributory health schemes for urban indus- 
trial as weil as non-industrial employed population. 
(6) Medical Education. (7) Medical Research. (8) Family 
Planning. 

All these have to be achieved by a_ simultaneous 
increase in the number of doctors, nurses, medicines, 
more hospital beds both general and for Tuberculosis, 
Leproys, Infectious Diseases, Maternity and Pediatrics. 
I do not dream of very big and grand hospital buildings 
but some cheap constructions but at the same time pro- 
perly equipped and staffed to run the work.” 


The following Resolutions were passed at the Con- 
ference 

1. Medical College Seats—This Conference urges 
upon the Government of Delhi State to establish a Medi- 
cal College in Delhi at the earliest, pending which the 
Conference requests the Central Government to increase 
the number of seats reserved for Delhi students in the 
various medical colleges in India, in view of the large 
increase in the number of pre-medical students as a 
result of the increase in the population of the State. 

2. National Health Service—This Conference urges 
upon the Government of Delhi State to assume respon- 
sibility of the health of the people by sponsoring a com- 
prehensive National Health Scheme for the entire 
population. 

This Conference further requests that the details of 
the National Health Service Scheme be worked out in 
consultation with the Delhi Medical Association (Delhi 
State Branch, I.M.A.) the only accredited body repre- 
senting the medical profession in Delhi. 

3. Sale Tax—This Conference urges upon the Gov- 
ernment of Delhi State to abolish the Sales Tax on the 
sale of medicines in the interest of ailing humanity. 


It further demands from the Government to grant 
total exemption from Sales Tax on the sale of loose 
medicines and prescriptions by qualified registered medi- 
cal practitioners in their own dispensaries or clinics to 
their own patients on their prescriptions, 


4. Quackery—This Conference demands the abolition 
of quackery by suitable legislation making it penal for 
an unqualified or unregistered practitioner to practise in 
any recognised system of medicine. 


It further demands registration of every qualified 
practitioner in their respective system of medicine and 
to restrict the practice of such registered people to their 
own system of qualification and registration, 


5. This Conference requests the Government of 
Delhi State to consult the Delhi Medical Association, the 
only accredited body of the Registered Medical Practi- 
tioners, in all matters of public health or various 
legislations concerning the medical profession. 


BRANCH NOTES 


ALWAR BRANCH -A meeting of the branch was held 
on 11-1-56. Dr. B, M. Kothari presided. Twentytwo 
members were present. Dr. C, M. Sharma spoke on 


Surgery for the Help of Specific Antibiotic Treatment 
in advanced cases of Osto-Arthritic Tuberculosis parti- 
cularly where sinuses have become obvious. Dr. A, N. 
Sharma spoke on Sympathetic Ophthalmia and Dr. J. 
N. Mathur on the importance of monthly meetings with 
members invited from the muffasil. 
* 


A clinical meeting of the branch was held on 1-2-56. 
Dr. C. M. Sharma presided. Nineteen members were 
present. Dr. (Mrs.) Tara Mathur gave a talk on 
Dr. C. M. Sharma spoke on “Bone 
Grafting”. It was ‘decided to invite all members from 
the muffasil. 

AJMER BRANCH —A monthly clinical meeting of 
the branch was held on 5-1-56 with Dr. S. P. Wanchoo 
in the chair. Thirty-nine members were present. Dr. 
N. C. Mallik initiated discussion on Infective Hepatitis. 
Ten members participated in it. 

* * * * 


A clinical meeting was held on 10-1-56 with Dr. S. 
P. Wanchoo in the chair. Thirtysix members were pre- 
sent. Dr, Phadka, Hony. Surgeon, K. E. M. Hospital, 
Bombay, spoke on ‘‘Sterility in Males.’ 

ALLAHABAD BRANCH—The annual report of the 
branch for the year 1954-55 shows that the membership 
position remained same as in the previous year. Alto- 
gether 16 meetings were held, of which 7 were clinical 
meetings. A special meeting was also held in which 
an address of wlcome was given to Sri C. B. Gupta, 
Minister of Heaith, U.P. In this address, attention was 
invited to the pressing medical needs of the area under 
this branch. 

AMRELI BRANCH—Meetings of the branch were held 
on 9-10-55, 27-11-55, 18-12-55 and 5-2-56. About 10 
members were present each time. Lectures and clinical 
demonstrations were done during the meetings by dif- 
ferent members. 


BEGUSARAI BRANCH—A meeting of the branch was 
held on 18-1-56 with Dr. G. P. Khosori. Ten members 
were present. The meeting condoled the death of Dr. N. 
lL. Pal, the president ol the branch. 


BENGAL PROVINCIAL BRANCH—A meeting of the 
Working Committee of the branch was held on 4-7-55. 
Twentythree members were present. The meeting at 
the outset condoled the death of Dr. Bamandas Mukher- 
jee. The business arising out of the proceedings of the 
last meeting was considered. Regarding Employee’s 
State Insurance Scheme, the house approved of the 
recommendations of the specialists. The formation of 
the Sonamukhi branch was recommended to the Central 
Working Committee and Central Council for approval. 
The reports of the Standing Committees were considered. 
The invitation of the Jalpaiguri branch for holding the 
conference. was accepted. A sub-committee was formed 
to go into the question raised by Dr. Mulay regarding 
arrangements of dinner at the Lucknow conference. 
Regarding publication of Your Health by State or Ter- 
ritorial branches a sub-committee was appointed to make 
recommendations. Regarding Governor’s T. B. Sweep, 
the house requested the members to help individually. 
A letter from the President, National Congress Goa re- 
questing a Uuit on All India basis to be sent to Goa 
border, was considered. The Central Office was request- 
ed to take up the matter, failing which a token unit 
would be sent by the Bengal Provincial Branch provided 
finance permitted. 

A meeting of the Council of the branch was held on 
30-7-55. Dr. A. K. Bose presided. Fifty members were 
present. Twelve local branches were approved for hold- 
ing “approved stamp” and the names of the branches 
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with the names with their presidents and secretaries 
have been sent to the Government. Dr. J. Mojumdar 
was re-elected a member of the Allocation Committee 
and Dr, R. C. Dutt as deputy member in connection 
with implementation of E. S. I. Scheme. 


An emergent meeting of the working committee of 
the branch was held on 11-855. Fifteen members were 
present. The meeting condoled the death of Dr. Raim- 
nath Biswas of Kalyani. Regarding government’s imple- 
mentation of the Specialists’ Services Scheme, the meet- 
ing reiterated the recommendations of the I.M.A., which 
was ignored by the Government. Regarding Goa Medi- 
cal Relief, some medicine was sent. The Central Office 
was informed of the offer of services from Bengal Pro- 
vincial Branch for sending the medical unit. The Cen- 
tral Office was of opinion that Hyderabad should orga- 
Mise it. 


The attention of the Indian Medical Association 
(Bengal Provincial Branch) has been drawn to a press 
notification issued by the Director of Health Services, 
Government of West Bengal on 5th January, 1956, and 
also to the proforma distributed by him with the pro- 
posed object of drawing up a Panel of Specialists and 
persons prepared to render Honorary Medical Service. 


The Indian Medical Association—Bengal Provincial 
Branch having carefully considered both the documents 
re-affirms its conviction that the entire health services 
should be organised bv the State on the line of the 
recommendations of the Health Survey and Development 
Committee (Bhore Committee) as amended by the Indian 
Medical Association. 


Till such objective is fulfilled, if the Government in- 
tends as it appears from the proforma and the press 
insertion stated above to extend the Honorary Medical 
Services it should be done in such a way as would pro- 
vide maximum possible effective service for the success 
of the scheme contemplated. 


In the opinion of the I.M.A. under the existing cir- 
cumstances the following basic conditions should be ful- 
filled while organising Honorary Medical Services— 


(1) Hours of work: 


The working hours for Honorary 
Medical men should ordinarily be not more than 3 hours 
a day for 6 days a week. For casual service i.e. for 
services on scheduled days, the hours may be fixed up 
according to the nature and importance of the work and 
also in consonance with the best possible service to the 
sick. 


(2) Appointment in more than one hospital: Expe- 
riences have shown that a person attached to more than 
one hospital cannot do justice to the work undertaken 
by him; neither it is desirable to have such appoint- 
ments in view of quite a large number of young spe- 
cialists being available at present, particularly in the 
city of Calcutta. In the opinion of the Indian Medical 
Association—Bengal Provincial Branch no one should be 
allowed to work in more than one institution. If how- 
ever suitable candidates are not available, a person not 
attached to a teaching institution, may be allowed a 
second assignment in a non-teaching institution provided 
the hours of duties do not clash. 


(3) Honorarium: (a) All honorary Medical staff 
should have en honorarium of Rs. 250/- per month; 
(b) for teaching posts they should receive an additional 
remuneration at a rate not less than Rs. 16/- per didac- 
tic lecture to be delivered by him. (c) In moffasil areas 
the services of suitable local medical men should be 
utilised as best as possible and at the same time Spe- 
cialists should be encouraged to settle in muffasil areas 
by providing reasonable subsidy and also by equipping 
the hospitals on modern scientific lines. In areas where 
both the aforesaid facilities are not available, specialists 
from city area may be sent ont on fixed days in a week 
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and be allowed special remuneration in accordance with 
the duties assigned to them. 


(4) Separate Service rules should be prepared for the 
Honorary Medical Services. 

(5) The Indian Medical Association—Bengal Provincial 
Branch is of opinion that the aforesaid recommendations 
should be applied to all the Hospitals in the State and 
that if necessary non-government hospitals should receive 
adequate state subsidy especially earmarked for the 
aforesaid purpose. 

Details of Service rules are to be framed by the 
Association. 

BHAVNAGAR BRANCH—A meeting of the branch 
was held on 7-1-56. Dr. K. V. Thakkar spoke on “‘Peni- 
cillin, its hazards and prevention”’. 


On 28-1-56, a meeting was held. Dr. M. J. Bhatt, 
Dy. Director of Health Services, Government of Sanu- 
rashtra gave a talk on ‘‘Filariasis—Public Health As- 
pect’’. 

CHALISGAON BRANCH -—-At a meeting of the branch 
held on 29-1-56, the members condoled the death of 
Dr. R. B. Kusurkar, an ex-president of the branch, Dr. 
Kusurkar died on 27-1-56. 


COOCH BEHAR BRANCH—The annual general meet- 
ing of the branch was held on 24-1-56. Dr. J. Mitra pre- 
sided. Fortyfour members were present. The annual 
report and the audited accounts for 1954-55 were adopted. 
Budget estimates for 1955-56 were passed, Office bearers 
for 1955-56 were elected with Dr. M. P, Talukdar as pre- 
sident, Dr. R. R. Roy as hony. secretary and Dr. N. 
C. Sengupta and Dr. D. N. Bhattacharjee as hony. joint 
secretaries. 


COIMBATORE BRANCH —A meeting of the branch 
was held on 24-1-56. Dr. S. P. Vasudevan presided. 
One hundred and ten members were present. Dr. §, T. 
Achar of Madras Medical College spoke on ‘The impor- 
tance of knowledge about children in health and disease 
to the general practitioners.” 


DEORIA BRANCH—A meeting of the branch was 
held on 22-1-56. Eleven members were present. Some 
of the members who attended the All India Medical 
Conference made certain suggestions regarding reception 
arrangements in Conferences. Dr. S. N. Mukherji pre- 
sented a case of facial paralysis. A symposium on 
Typhoid Fever was next introduced in which Drs. C. 
M. Mukherjee, S. C. Acharya and J, Moitra participated. 
The members suggested certain measures to be taken by 
the District authorities to prevent Jaundice. 


GORAKHPUR BRANCH—A meeting of the branch 
was held on 21-1-56 with Dr. K. N. Srivastava in the 
chair. Thirtyfour members were present. Dr. S. S. 
Varma cited a case of Hyperthyroidism in a lady of 25 
years where Thyroidectomy was successfully done. Dr. 
N. M. Seth cited a case of Laurence Moon Biedle’s Syn- 
drome in a boy of 8 years with complication of Trolich’s 
Syndrome, 


GURGAON BRANCH —The annual meeting of the 
branch was held on 15-1-56. Dr. Jagjit Singh presided. 
Thirty members were present. Dr. Singh spoke on 
“The Caution and Treatment of Infective Hepatitis’ 
and gave some important suggestions to the menbers 
of the branch. The annual report was adopted. Dr. G. 
D. Jain read a paper on “Medical Emergencies’. Dr, 
H. B. Dingley of L. Ram Saraup T. B. Hospital spoke 
on Emergencies in Pulmonary Tebecculesta. 


JORHAT BRANCH—The annual general meeting of 
the branch was held on 17-12-55. Dr. R. M. Deb pre- 
sided. Eleven doctors were present. The meeting con- 
doled the death of Sri R K. Chowdhury, M.P., Dr. N. 
Rahman of Golaghat and Dr. K. A. Hazarika of Jorhat. 
Office bearers for 1955-56 were elected with Dr. S. N. 
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Dutta as president and Dr. S. K. Majumdar as hony. 
secretary. 


JAGATDAL BRANCH—A meeting of the branch was 
held on 27-1-56 with Dr. S, C. Bhattacharjee in the chair. 
Dr. Bhattacharjee gave a report of the Jaipur All India 
Medical Conference which he attended. 


KALYANI BRANCH —The branch observed ‘‘All India 
B.C.G. Vaccination Day” on 20-2-56 in the Kanchrapara 
T. B. Hospital. Cinema show was arranged. 


KANPUR BRANCH—The annual report of the branch 
for the year 1954-55, shows a slight drop in membership. 
Five ordinary and 8 clinical meetings were held during 
the year. Thirteen meetings of the executive committee 
were held. Ten new books were added to the library. 


* * * * * 


The annual general meeting of the branch was held 
on 20-11-55 with Dr. R. S. Dixit in the chair. One 
hundred and twentyfive members were present. The 
annual report and the audited accounts were passed. 
The budget estimates with some modifications were 
adopted. Office bearers for 1955-56 were elected with 
Dr. R. Prasad as president, Dr. B. N. Khanna as hony. 
secretary and Dr. J. P. Nigam as hony. joint secretary. 


KARIMNAGAR BRANCH—A meeting of the branch 
was held at Manair Project on 29-1-56. Dr. S. M. H. 
Jaffari presided. Dr. I. Bhooshan Rao spoke on ‘‘Medico- 
legal Aspects”. The members went round the Filaria 
Laboratory and were shown microplasmic in blood and 
infected mosquitoes. 


KRISHNA BRANCH—A meeting of the branch was 
held on 10-2-56 at Government Headquarter Hospital, 
Masulipatam. Dr. N. Govindarajulu presided. Dr. C. 
Vyaghreswarndu of Andhra Medical College spoke on 
“Orthopaedics in General Practice”. Dr. P. Damodaram 
of Andhra Medical College spoke on Leprosy. 


MUZAFFARNAGAR BRANCH—The annual general 
meeting of the branch was held on 21-10-55. Dr. Vishnu 
Datta presided. Office-bearers were elected with Dr. 
Hiralal as president, Dr. N. Tyagi as secretary and Dr. 
S. K. Sharma as joint secretary. 

* * * 


A meeting was held on 31-12-55 with Dr. Hiralal in 
the chair. Skiagrams, biopsy reports etc. of a case of 
osteosarcoma humerus with metastasis were shown and 
explained by the president. 


MADRAS STATE BRANCH—The annual report of 
the state branch for the year 1954-55 shows an increase 
in membership. Still this membership represents only 
28 per cent of the registered medical practitioners of the 
state. There were 4 State Council meetings during the 
year. It is gratifying to note that the constituent 
branches of the State were active and held periodical 
meetings with scientific sessions and medical and Pub- 
lic Health problems were discussed. 


MADRAS CITY BRANCH —The annual report of 
the branch for 1954-55 shows that 48 new members were 
enrolled during the year. Two General Body Meetings, 
one special general body meeting, 7 Executive Com- 
mittee Meetings, 3 Building Fund Sub-Committee meet- 
ings and 6 clinical meetings were held in the: year. 


MEERUT BRANCH--A meeting of the branch was 
held on 14-1-56. Forty members were present. Dr, J. N. 
Madan presided. Dr. P. N. Tanya of Delhi spoke on 
‘Paediatrics and the General Practitioners”. 


MANDAPETA BRANCH—A meeting of the branch 
was held on 30-1-56 with Dr. C. Narasinharao in the 
chair. Dr. G. Subbarao spoke on Nephritis and its treat- 
ment, 
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NALGONDA BRANCH—A meeting of the branch 
was held on 4-1-56. Dr. N. R. V. Swamy was in the 
chair. Dr. K. V. N. Chary presented 2 cases, one of 
Acute Nephritis and the other of Post-operative Caesa- 
rian Section. Dr. M. B. Baig presented a case of 
Strangulated Hernia. Dr. Pillay read a paper on Diarr- 
hoeas in Infancy. 


* * x 


A meeting was held on 4-2-56. Dr. Naghabhusanan 
spoke on small-pox and its prevention. Dr. M. S, Baig 
presented cases of fracture of various types. Dr. K. V. 
N. Chary presented a case of Pellagra. 


PORBANDAR BRANCH—A meeting of the branch 
was held on 29-1-56 with Dr. H. H. Chavda in the chair. 
Thirteen members were present. Dr. G. S. Nathwani 
was elected on the Hospital Advisory Committee of 
Bh, H. Porbandar. Interesting skiagrams of Bilateral 
Renal Calculi, Duodenal Ulcer with obstruction and 
Pulmonary Tuberculosis were shown to the members. 


PUSAD BRANCH —A meeting of the branch was 
held on 28-9-55. Office-bearers were elected with Dr. K. 
H. Ballal as president and Dr. U. B. Ahale as hony. 
secretary. 

RANCHI BRANCH—The Republican Day Dinner was 
held on 26 January 1956. Sri S. K. Sahay, the Princi- 
pal of the Law College, Ranchi, was the Chief Guest 
and Dr. S. K. Basu was the host, 


SOUTH KANARA BRANCH—The report of the 
branch for the year 1954-55 shows slight fall in mem- 
bership. Eleven clinical meetings were held during the 
year out of which 7 were in collaboration with the 
Clinical Society of the Government Headquarters Hospi- 
tal, Mangalore. A course of lectures and demonstra- 
tions on various specialities were arranged by the Gov- 
ernment of Madras and the association took a keen in- 
terest in holding these refresher courses. The mem- 
bers rendered all necessary aid during the B.C.G. Vacci- 
nation programme. 


SAHARSA BRANCH—A meeting of the branch was 
held on 30-9-55. Office-bearers for 1955-56 were elected 
with Dr. S. P. Mukherjee as president, Dr. J. Chow- 
dhury as secretary and Dr. K. P. Mandal as joint sec- 
retary. 


TIRUCHY BRANCH—A meeting of the branch was 
held on 21-1-56 with Dr. V, Enok in the chair. Dr. P. 
Arunachalam, Madras, spoke on ‘‘The Doctor’s Bag’’. 


UTTAR PRADESH STATE BRANCH—A meeting of 
the Working Committee of U. P. State Branch Council 
was held on 12-2-56. Dr. M. M. S. Siddhu presided. 
Eight members were present. Dr. A. B. Agarwal of 
Bareilly and Dr. C. K. Agarwal of Meerut were selected 
for post-graduate training. It was decided to approach 
the Government that the doctors obtaining a Certifi- 
cate of American Board of Speciality should be given the 
privileges of pay etc. as enjoyed by other post-graduates. 
It was decided to request the Central Office to pursue 
the matter. Attention was drawn to the excise rules 
for the spirituous preparations and it was decided to 
send a deputation to the Director to present the points 
discussed in the meeting. Tt was decided that Sub- 
Committee should prepare a tentative programme to 
effective checking and expressing views on the 2nd 
Five Year Plan. It was decided that in absence of 
hony. state secretary going abroad, Dr. B. S. Mehta 
shall look after the work. 


VISAKHAPATNAM BRANCH—A welcome address 
was presented to Srimati Rajkumari Amrit Kaur on 
19-1-56. She was requested to upgrade the departments 
of Pathology and History of Medicine in the Andhra 
Medical College. She was also requested to admit rural 
medical practitioners in the scheme of integrated pri- 
mary health centres, also in the Health Education Cam- 
paign. 
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BICILLIN 


ALL PURPOSE 
A SPECIAL PRODUCT @ 


Contains * Vialled under strict and exacting requirements of 
DiBenzylEthyleneDiamine =| Govt. of India Drug Rules. Continuous blood 
DiPenicillin G; Penicillin G Pro-- , 
caine and Penicillin G Potassium « ‘'¢vels can be secured without the need for 
Available in vials of 12 lac units,. ™Ssive or frequent dooms and thus at lower 
at current trade prices. * cost and with fewer side effects. 
> 
Selling KEMP & CO. LTD., Bombay, Delhi, Madras and Calcutts. 
Agents PARRY CO. ULTD., Madras, Caicutta, and Bombay. 


HINDUSTAN ANTIBIOTICS LIMITED. Pimpri (Near Poona) 


Bottling Plant at—King Edward Road, Parel, Bombay 


Recipe of To-day 


DI-PEPEX 


UNIQUE LUNG & GENERAL 

VITAMINISED DIGESTANT OF 
CARBOHYDRATE & PROTEIN Composition :- Codliver oil, 
FOOD Ferri et Ammon Citras, 


Sodium Hypophosphite, Pep- 
tone, Pot. Guaicol Sulpho- 
nate, Extracts of Fresh Liver, 
Pancreas & Spleen & Creosote 
Available In | ib Amber 
bottle covered by red cello- 
phane paper. 


Composition : Taka-diastase, 
Pepsin & Vitamin B-Complex 
Available in 4 oz, 8 oz & 16 oz, 
Packings 


Produced by — 


M. S. LABORATORY LIMITED 


5, ROYAL EXCHANGE PLACE, CALCUTTA-I. Works: Amausi (Lucknow). 
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vidence 
FOR SAFER, EFFECTIVE, SPEEDV ACTION ( 


(SEALED) 
IN BOTTLES OF 12,10061000 


RANB: BAXY & CO.,PRIVATE LTD. 


BRANCHES: BOMBAY DELHI*KANPUR* 


Volume begins in January—}s 

Subscription may commence mss 

from any period -Back copies 
may not be available. me NCE. 


The Manager. The Annseptic, Post Box No: 166, MADRAS-1. 


Y ...-BOTTLE OF 50 GRAMS Y 
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RIKER 


i | 


“THEODROX” IS A REGISTERED TRADE MARK OF 


RIKER LABORATORIES LTD - LOUGHBOROUGH - LEICS - ENGLAND 
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own OLYMPUS” For 


®SERVICE e@STABILITY SUPERIORITY 


LABORATORY MICROSCOPE 
Improved Model GB 


GUARANTEED * 


Mechanical Tube Length 160 m.m. *Graduated Draw 
Tube *Fixed Square Stage with Built on Graduated 
Mechanical Stage *Fine Adjustment of Double Lever 
type without scale *Condensor n.A. 1.2 ( with iris — 
movement by Rack and Pinion ‘*Triple Nose-piece 
*Interchangeable for Dark Field Condensor, Phase 
Contrast Accessories, Binocular and Monocular Attach- 
ments. 

Huygen’s Eyepiece 5x, and Periplan 10x & 15x 
Achromatic Objectives 10x, 40x and 100x oil Immersion. 
Magnification : 50x—1500x. 


Price Rs. 748/- 


For demonstration and other particulars contact your 
dealers or the sole Agents :— 


DARBARA SINGH & SONS 


14, Bow Bazar Street, Calcutta-12. 
P.O. Street, Sadar Bazar, Delhi-6. 
166, Hornby Road, Fort, Bombay. 


ALSO AVAILABLE VARIOUS OTHER MODELS. 


BROAD ANTI-PATHOGENIC 
SPECTRUM 


ENTO-CARB 


A potent therapeutic agent for 
the treatment of diarrhoeas of 
diverse origin. 

EACH TABLET CONTAINS: 
lodochloroxyquincline 0.2 gm. 
Sulphaguanidine 0.2 gm. 
Activated Charcoal 0.12 gm, 
Bismuth citras 0.042 gm. 
and Kaolin. 


Packings 
of 20, 100 & 
500 tablets 


For effective control of frequee 
ntly co-existent amoebic and 
bacillary infections. 

EACH TABLET CONTAINS: 
Sulphadiazine 
Sulphaguanidine 0.26 gm. 
lodochloroxyquinoline 0.2 gm. 


HIND CHEMICALS LTD. 
Post Box 227, KANPUR 


SETAS 
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RATIONAL 
COMBINED 
CHEMOTHERAPY 


BACILLARY 
DYSENTERY 


GASTRO-ENTERITIS 


SALMONELLA 
FOOD POISONING 


The tropics and sub-tropics provide conditions suitable for the 
multiplication of bacteria on contaminated food and for the spread of 
contamination by flies and other insect vectors; it is then that epidemics 
of bacterial food poisoning, bacillary dysentery and gastro-enteritis are 
most frequent and widespread. 


The organisms commonly responsible for such epidemics are sensitive 
to the combined action of streptomycin and sulphaguanidine administered 
in the proportions present in Guanimycin. 


Clinical experience in all parts of the world has proved that 
Guanimycin, administered orally, will rapidly eliminate the infecting 
organism and reduce the number of convalescent carriers. 


GUANIMYCIN 


Trade Mark 


COMBINED ORAL STREPTOMYCIN 
AND SULPHAGUANIDINE THERAPY 


ALLEN. 
CALCUTTA 


\0 
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Oa 
AA 
= 
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GERIATRICS 


a new day has 
dawned for the 
elderly... 


No longer need the spectre of old 
age haunt the elderly patient. In 
many cases the occurrence of senile 
infirmities can be traced to rapidly 
declining sex-gland function during the 
climacteric. ‘Geriatone’ has been specially 

designed to prevent the onset of symptoms of premature 

aging and imparts a sense of well-being and confidence. The 
introduction of this comprehensive steroid-nutritional compound 
makes a truly valuable contribution to the care of the elderly. 


STEROID- 
NUTRITIONAL COMPOUND 


JOHN WYETH & BROTHER LIMITED, LONDON 
india Branch: Magnet House, Dougall Road, Bombay ! Me 
Distributors : Gzoryrey Manners & Co, Privatz Ltp., Trade Mark 
Bombay Calcutta Madras New Delhi 


4 
Vol. 26, No. 9 
4 
q 
> 
Be 
4 
Myth 
Bottles of | A 
yw Capsules G : 
SS 
i 
1 2 


®@ rapid action 


low toxicity 


direct amoebicide 


| well tolerated 
@ highly effective \ 


3 PACKAGING : 
Camoform is supplied in — 
250 mg. compressed tablets, —— : = 


bottles of 20 


' S.A. LIMITEO LIABILI 


-PARKE, DAVIS & 
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A tonic food 
that regenerates blood 


Appetising aroma & delicious tasie allure 


patients. Pot. Glycerophos 
Sod. Glycerophos 

Suitable for patients of all age groups. Calc. Glycerophos 

Stimulates intensive erythropoiesis. Manganese Salt 

Copper Salt 
Nourishes the nervous system. i Proteotysed Liver Ext. 09. to 
4 Gm. of fresh Liver 

Increases the natural powers of resistance. mln tg 


Eoch fi. oz. contains: 


Yeast Ext. 
Syrup & Aromatics 
Alcohol 17.5% Proof. 


THE CALCUTTA CHEMICAL CO. LTD. 424 
CALCUTTA-29 A y Pe. Supplied in 4 oz. & 8 oz. bottles 


—— PAs a systemic Alkalizer z 
In febrile conditions “Carboe 
citra” possesses definite 
advantages as “Fever mime 
ture” to maintain che 
reserves of the body. 


To Alkalize the Urines 
Since “Carbo-citra™ acts as 
a diuretic and promotes the 
flow of nonirritating urine 
of low acidity, it is employed 
to diminish irritation of 
genito-urinary tract due to 
excessively acid-urine. 


or Hyperacidity : “Carbo- 
citra” is a palatable antacid 
which reduces gastric hyper- 
acidity partly by nutraliza- 
tion and partly by buffering 
of acid. 


GRANULAR EFFERVESCENT SALT 


Sample & literature on request 


CALCUTTA CHEMICAL 


Ethical Pharmaceuticals & Fine Chemicals Since 1916 
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Formula 
Vitamin A 20,000 I.U. 
3,009 1.U. 
gr. 
ers. 
1 gr. 
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| 1/25 gr. 
4, 
Ss. 
| 
CARBO-CITRA 


